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THE SCOPE OF MENTAL TESTING.’ 


By D. W. McEtwatrn, M.A., Ph.D., A.B.P.S., 


Captain, Australian Army Psychology Service, 
Melbourne. 


Tue term “mental testing” is understood by many to 
refer to intelligence testing only. But clearly the term 
should refer to all aspects of mentality in which measuring 
is apt. Mental tests can be used not only to measure the 
capacity known as intelligence, but also to measure special 
mental abilities. Tests can further be applied to measure 
attainment as distinct from capacity. And tests, or 
measuring devices giving quantitative scores, can 
applied to temperament and character and various other 
phases of the emotional working of mind. 

It is my plan to make a brief survey of the main types 
of mental test in general use by psychologists today, and 
to indicate shortly the logic which lies behind the building 
up and using of a test. 

Let us take first the tests of capacity. The tester here 
tries to measure true capacity—that is, the upper level 
which the persen could reach under optimal environmental 
conditions. Three basic assumptions are made: (i) that 
individuals differ with respect to the capacity considered; 
(ii) that these differences are relatively constant, probably 
innate; (iii) that these capacities can be reliably and 
properly measured. If these assumptions are correct—and 
evidence so far gathered strongly suggests that they are— 
then the tester is able to forecast the level which the 
person could reach under given conditions, and also to 
point out what part the mental capacities of the person 
played in his history. For instance, a person of low ability 
may have been placed where high capacity was required, 
and so he may have broken down; or a person having high 
capacity was not so placed as to ‘be able to exploit it, and 
so became dissatisfied and broke down; or a person having 
high latent ability in a particular field was able to utilize 
it fully, and so had a happier history. 


1Part of a jum mental totes, held at a 
the — Drench of the British Medical Association on 
April 5, 1944 


Intelligence Tests. 

Most psychologists agree with Spearman that there is 
“general capacity”. Independent of all special abilities, 
some persons are generally more able than others—their 
general capacity to learn and profit from experience and 
to solve new problems is higher than that of others. This 
general capacity is commonly known as “intelligence”. 
This is recognized as the most important single mental 
measure. 

A test of intelligence should have four characteristics. 
(i) It should be valid; that is to say, it should measure 
general intellectual capacity, and not for instance level of 
education or acquired special knowledge. (ii) It should be 
reliable. Different testers using the same test, or testing 
at different times, should reach the same answer. (iii) It 
should be appropriate. The test should not, for instance, 
require written answers if the subjects are illiterate. 
(iv) It should be normed. There should exist for the 
test a frame of reference of a sort such that the per- 
formance of the tested individual can be evaluated. This 
frame of reference usually takes the form of “norms” 
based on the performance of large numbers of individuals 
in the same test. 

We come now to the types of intelligence test. 
They can be divided into two main classes on the 
basis of their form of presentation: (i) “pencil and 
paper”, (ii) practical. The “pencil and paper” tests are 
generally “group” tests, capable of being administered to 
a number of persons together. The condition of group 
testing usually restricts the form of test, in that it must 
be built with a large number of items of a single or few 
types and it usually requires performance in a fixed time. 
The “pencil and paper” tests again can be subdivided into 
two classes: (a) language tests, (0) non-language tests. 
This definition is not sharp; but tests wherein the items 
are presented to the subject in the symbolic form of words 
or numbers are regarded as language tests, while those in 
which the items are set in non-symbolic form, such as in 
pictures or geometric shapes and so on, are called non- 
language tests. Non-language tests are necessarily used 
for groups such as aliens and illiterates, and are more 
suitable than language tests for very dull persons. 
Language tests, if given to a group who have reached a 
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minimal level of literacy, are generally more convenient, 
as the problems can be presented more quickly and clearly 
and with more variation. The answers to questions in 
group tests are recorded by the subject, and good group 
tests are so devised that this indicating of answers is made 
as simple and straightforward as possible. 

Contrasting with the “pencil and paper” tests there are 
the “performance” tests of intelligence. A performance 
test is one that involves the actual handling of apparatus 
by the subject. The logical nature of the problems set is 
not changed, only the setting is made more realistic. 
Generally performance tests are more interesting to the 
subject than “pencil and paper” tests. These tests are 
usually designed as “individual” tests, one subject 
requiring the full time and attention of the examiner. 

One good feature of the use of performance tests is the 
opportunity given to the examiner to make detailed 
observations of the behaviour of the subject in a 
standardized situation. He can watch not only the con- 
ceptual or intellectual activity of the person, but also 
temperamental factors expressed in the performance, such 
as his persistence, his reaction to failure or success, his 
reaction to praise or blame, his “planfulness”—to use a 
term of Cattell’s—his impulsiveness, and so forth. 

It would be true to say that generally perfe:mance 
intelligence tests are less valid and less reliable than their 
“pencil and paper” counterparts. But when the examiner 
is interested in more than a measure of intelligence, as 
in a formal case study, then performance tesis are very 
useful. The subject who is hostile to being tested, the 
subject who is suspected of trying to make himself out 
a defective, the dement, the near schizophrenic, the 
hysteric—these subjects for whom a close record of 
behaviour is required are usefully tested with performance 
tests, in which the response is immediately apparent to 
the examiner, and can be observed and recorded. 

Some of the best known tests are “mixed” in content 
and presentation, being made up of some performance and 
some “pencil and paper” tests, some language and some 
non-language tests, some items being presented visually 
and some orally. The well-known Stanford revision of 
the Binet-Simon test and the Bellevue scale of Wechsler 
(developed especially for the testing of adults admitted to 
neuropsychiatric hospitals) are examples of these. 


Aptitude Tests. 

Besides testing general capacity or intelligence, we may 
require to measure special abilities or “aptitudes” as they 
are commonly called. The same basic assumptions given 
above for intelligence testing are made for aptitude 
testing; but the theoretical grounding is not so certain. 
Special aptitudes cannot be so “purely” measured as intel- 
ligence. The measures tend to be compounded of such 
things as intelligence itself, or special training, or interest, 
or temperament. The field of aptitude testing is immense, 
but we can divide the tests into two broad groups: (a) 
“factor” tests, (b) analogous tests. 

By a “factor” test is meant a test of some capacity which 
is to a fair degree independent of intelligence, and which 
can be demonstrated to be a constituent factor in the 
performance of a wide variety of tasks. For instance, the 
“speed” factor—measured by a test which requires little 
or no intellectual insight, but emphasizes the speed and 
accuracy of the subject in simple routine—can be shown 
to predict performance in a variety of tasks such as those 
assigned to Morse code operators, typists, proof-readers, 
instrument operators, tally clerks and so forth. Factors 
commonly recognized are: (i) the speed factor—capacity 
in handling a simple routine with speed and with accuracy; 
(ii) the space factor—capacity to operate “mentally” on 
problems involving spatial relationships (such subjects 
being well described as “having a fitter’s eye”); (iii) the 
verbal factor—capacity in handling verbally framed con- 
cepts, verbal facility. Other factors which some evidence 
suggests may be important are: (iv) the number factor, 
(v) the mechanical factor, (vi) the memory factor, (vii) 
the visual perceptual factor. 

By an analogous aptitude test is meant a test which is 
designed to predict in one specific field, and which is so 
made that the performance in the test is a near replica of 


the performance required in the task. For instance, in 
selecting operators for chocolate dipping we may design 
a special test which reproduces all the movements and 
mental operations required in chocolate dipping and pick 
the operators from those who do well on this analogous 
test. Such a test, however, is not usually useful apart 
from the particular job for which it was designed. 


Achievement Tests. 

Another general type, tests of achievement, are not the 
particular province of the psychologist. They are com- 
monly used in the form of school and university examina- 
tions. The psychologist is often interested in this actual 
level of knowledge of the subject as distinct from his 
capacity, particularly when they are concerned with 
educational guidance or problems of youth placement. 
Often, however, to know the examination results from the 
ordinary schooling system is insufficient, as in the case of 
an adult who may have forgotten most of what he learned 
at school, or in evaluating special knowledge which has 
been acquired since schooling ceased, and which has not 
been formally examined. 

The tester needs to have at his disposal accurate tests 
which are objective in scoring (that is, are independent 
of the vagaries of the particular examiner) and for which 
the performances of large numbers of persons are known. 
Tests for ordinary school subjects have been prepared and 
standardized in Australia by the Council for Educational 
Research. From these, for instance, we can quickly and 
accurately measure the level of reading ability of a 
person; a particular person’s reading ability may be 
equivalent to that of a normal Victorian school child aged 
thirteen years, or aged ten years, and so on. 


Orectic Tests. 

The mensuration methods developed in testing capacity - 
and attainment have been applied with varying success to 
the field of emotion and temperament and attitude and 
will. This phase of the working of mind, in so far as we may 
consider it as distinct from the intellectual or perceptual 
or cognitive aspect, is known as orexis, and testing applied 
to it is known as orectic testing. Here the theory is less 
choate, the phases measured are more variable and more 
subject to immediate accidental factors than in the types 
of testing mentioned before. The skill and experience of 
the examiner become even more important. 

Orectic tests are hard to classify; but one scheme is as 
follows: (i) attitude tests, (ii) interest tests, (iii) pro- 
jective tests, (iv) tests of special traits or factors, (v) 
psychoneurotic inventories, (vi) physiological tests. This 
classification is not really satisfactory, as some tests would 
come under a number of these heads and some would be 
difficult to class under any. (A word of warning: the 
names of the tests are often no indication of what tests 
really are. For instance, tests designed to obtain 
“pointers” to neuroticism are given bland names such as 
“interests questionnaire” or are given numbers or letters 
to cover their identity—for example, “Army Test 66”.) 

Orectic tests usually give quantitative scores. These are 
themselves valuable to the examiner, but perhaps more so 
are the responses to particular items of the test. Some 
psychologists regard this feature of orectic tests as the 
most important one, and refer to the tests as “personality 
pointers” rather than as tests, the “pointers” being leads 
for clinical interviewing. 


Test Building. 

Briefly, the logic behind a test is this. For some 
particular task it is desirable to separate out quickly a 
group having certain characteristics—for instance, high 
capacity for training as mechanics. The test builder then 
makes up a large number of situations or test items or 
questions which seem to him, subjectively or from his 
previous experience or that of others, to be likely to work 
in separating out the group he desires. He then establishes 
an objective criterion. He gets ratings from workshops 
foremen on men so that he can divide them into good and 
poor mechanics. Then he applies his trial test to these 
people and finds. out which questions or items really do 
work in differentiating the groups. The test is then rebuilt 
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with these items and standardized—that is, a standard 
set of instructions is drawn up and the test is applied to 
a large number of persons so that significance of a 
particular score can be known. This test can now be 
applied to new groups, with a high degree of confidence 
in its ability to pick potential mechanics. We know that 
good mechanics score well on the test and poor mechanics 
score poorly, and assume that a high scorer in the test 
from the group in which selection is to be applied is or 
is capable of becoming a good mechanic. 

Tests for neuroticism are built in the same way, the 
opinions of a psychiatrist being used as the criterion. 

A psychologist working on placement guidance work and 
moderately equipped would probably have 100 to 300 tests 
at his disposal, of which about 20 to 30 would be in more 
or less everyday use. The total number of psychological 
tests available, in the English language alone, would be 
some tens of thousands. 

The main impressions I wish to give are the following: 

1. Mental testing techniques have been applied to cover 
a very wide field of mental life. Mental tests are not 
restricted to testing intelligence only. 

2. Mental tests have a high validity—they generally 
measure what they say they measure—particularly with 
respect to capacity and attainment, and, though to a lesser 
degree, still usefully, with respect to the orectic aspects 
of mental life. 

Bibliography. 
B. B. Greene: “Measurements of Human Behaviour”, 1941. 
R. B. Cattell: “A Guide to Mental Testing”, 1936. 


THE CONTRIBUTION OF MENTAL TESTS TO 
MEDICINE.’ 


By J. V. ASHBUBNER, 
Major, Australian Army Medical Corps, 
Melbourne. 


MENTAL TESTS, first largely used as a means of estimating 
intelligence, have been developed to measure a wide range 
of mental attributes and activities. Much work has gone 
into their preparation, and many valuable concepts have 
arisen from their use. It would be strange if they could 
contribute nothing to the practice of medicine. It is 
intended in this paper to discuss this contribution, and 
specifically to examine two questions; firstly, of what use 
are mental tests to the general practitioner, the physician, 
the surgeon; secondly, how may they be of use to the 
psychiatrist? 

These questions cannot be discussed unless we are quite 
clear as to what information exactly is obtained from a 
mental test. 

Result of a Mental Test. 

The result obtained when a mental test is given usually 
contains two parts, a numerical score and a comment on 
the behaviour of the patient in the test situation. 


The Score. 


The score obtained by a patient in a particular test is 
meaningless until it is compared with the distribution of 
scores of a large number of people who have done the 
same test. To obtain this distribution of scores, the test 
will have been given to a specified group of subjects in 
a standard manner and under standard conditions. If the 
test score obtained by a particular patient is to be of use, 
the test must be administered in the same way under 
substantially similar conditions, and the score so obtained 
must be considered in relation to the distribution of scores 
in an appropriate group of individuals. The person giving 
the test must be experienced, and the person evaluating 
the score must be familiar with the uses to which the 
particular test has been put. Only when these conditions 
have been fulfilled can the test score mean anything. 

The score actually obtained from the test may be used 
as it stands, or converted to intelligence quotient, mental 
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age, standard score, centile rating and so on. But, how- 
ever it is expressed, the score now means, simply, that on 
thé given test the patient almost certainly occupies a 
particular rank in relation to a specified group of people, 
and therefore, probably, a particular rank in relation to 
the whole population. From this point it is usually pos- 
sible to go a step further and say that the patient will 
probably behave in a certain manner in those real-life 
situations in which the given test has been found to be of 
prognostic value. 


The Observation. 


In testing individuals or small groups, the examiner has 
opportunities to observe the behaviour of the patient in the 
test situation, his mode of reaction, his special abilities or 
disabilities, and perhaps also indications of personality 
traits. Such observations may be recorded systematically in 
some tests, which have been constructed with this in view; 
but usually they are assessed subjectively and have not 
an adequate background of validation and reliability. More 
serious than this is the temptation offered to the examiner 
to vary the administration of the test from case to case 
in order to obtain particular observations. This is unsatis- 
factory, for it actually changes the test, and therefore gives 
a score which cannot be compared with the scores of other 
subjects and other testers. A well-planned interview will 
give better opportunity for observation and will leave the 
test unimpaired. 


Comment. 

Briefly, then, the main thing obtained from a mental test 
is a numerical score, an objective estimate of the 
probability of a particular mode of behaviour. If observa- 
tions arise naturally in the test situation, they should be 
noted, but unless it has been specifically constructed to 
allow for variations, the test itself must not be distorted 
to yield information which should more properly come 
from a separate examination. 


Mental Tests and the Medical Practitioner. 


It must be obvious from what has already been said 
that mental tests have their drawbacks. They are time- 
consuming and require appropriate equipment and accom- 
modation. They are very sensitive to variations in tech- 
nique, and need continued practice and experience if the 
results are to be at all trustworthy. Their administration 
can, therefore, have little or no place in medical practice. 

In numerous medical and surgical disorders, however, 
especially those which leave a permanent disability, prob- 
lems affecting education or occupation arise, and in some 
cases the mental element makes it desirable to refer the 
patient to a psychiatrist. It is therefore to be expected 
that the general practitioner, the physician or the surgeon 
will want to have some idea of the scope and value of 
mental testing, if only to know what the teacher, the 
vocational counsellor or the psychiatrist is doing with his 
patients. 

Mental Tests and the Psychiatrist. 

On the other hand, mental tests can be of use to the 
psychiatrist in many ways. They may give him an assess- 
ment of the level of intelligence, or a quantitative estimate 
of the degree of impairment of intelligence. They are of 
use in the differential diagnosis of mental disorders, and 
as situations in which particular aspects of the patient’s 
mental activity may be observed. The orectic tests give 
promise of many future uses. 


Measurement of Intelligence. 

The measurement of intelligence is the aspect of mental 
testing with which medical practitioners are most 
familiar. The Binet test, the Kohs blocks test and the 
Otis self-administering group test are all examples of such 
tests. The fact that these and other tests have been so 
widely used is in itself a good reason for continuing to 
use them. Their strengths and weaknesses are known, 
and their prognostic value has been closely examined. It 
is well to keep to such well-known instruments and to 
introduce others with caution. Lately there has been a 
widespread impression that certain so-called self- 
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administering tests are fool-proof. Broadly, it can be said 
that there is no group or self-administering test which 
gives reliable scores at the bottom end of the range of 
intelligence. With the progressive matrices test, for 
example, a moderate or high score is reliable and a good 
measure of intelligence; but a low score may be due to 
lack of intelligence, to neurosis or emotional instability, or 
simply to not trying. A low score must therefore be 
checked by an appropriate individual test. 


Impairment of Intelligence. 

The use of tests for estimating the falling-off of intel- 
ligence is less well known. General intelligence may be 
measured by tests cast in different media—by verbal tests, 
by number tests, by non-language tests using symbols and 
diagrams, and also by tests which involve the physical 
performance of various tasks. It has been observed with 
increasing age and in certain mental conditions that intel- 
ligence, as measured by these tests, declines, but that the 
rate of decline varies as estimated by different types of 
test. In general, the scores obtained in verbal tests tenu to 
remain constant, while the scores obtained in performan.e 
tests tend to fall. Among adults, therefore, the verbal test 
score may be taken as giving an indication of the maximun 
level of intelligence reached, and the difference between ‘ae 
verbal and performance scores as an indication of che 
degree of impairment of intelligence. The differe aves 
observed at various ages in normal people may be recorded 
and the score differences of a particular patient may be 
compared with these records. It would then be possible to 
form an opinion as to the degree of impairment of intel- 
ligence and as to whether this could be properly ascribed 
to age only or to other influences. The Wechsler-Bellevue 
scale, mentioned more fully later, has been designed to 
give such estimates. 


Differential Diagnosis. 

Psychiatry has suffered in the past from a lack of 
objective checks to diagnosis. Apart from estimation of 
the Binet I.Q., the blood pressure and the response to the 
Wassermann test, there was little that a psychiatrist 
could do to check his opinion except call in another 
psychiatrist. The study of mental tests as an aid to 
differential diagnosis is leading in several directions. 

One such lead is related to the estimation of mental 
impairment mentioned in the preceding paragraph. It 
has been found that persons with psychoses, psycho- 
neuroses or organic brain disease tend to score higher on 
verbal tests, whilst mental defectives and adolescent 
psychopaths tend to have a higher score on performance 
tests. The Wechsler-Bellevue scale, which has _ been 
designed to take advantage of these observations, may 
be quoted to illustrate these points. This test consists 
essentially of a number of subtests, some being verbal tests 
(information, comprehension, digit span, vocabulary et 
cetera), and the others performance tests (object assembly, 
block design, picture completion et cetera). The test 
may be scored as a whole to obtain an estimate of intel- 
ligence, or separate verbal and performance scores may 
be obtained and used in differential diagnosis and in 
estimating impairment of intelligence. It is also held that 
the patterns of scores for the individual subtests are 
significantly different in various mental conditions. 
Wechsler,” for instance, quotes patterns of responses 
which are likely to be associated with organic brain 
disease, schizophrenia, neuroses and mental deficiency. He 
gives patterns which differentiate simple schizophrenia 
from mental defect, and other workers have held that the 
test can be used to distinguish between schizophrenia and 
manic-depressive psychosis. To overcome the difficulty 
imposed by the varying degrees of cooperation obtained 
from the mentally ill, rating scales have been devised. As 
an example may be taken the test reactions scale in use 
at Elgin State Hospital.” The results of other tests are 
considered to be reliable if the patient’s test reaction 
score is above 70, but are rejected if the test reactions 
score is less than 60. 

Another differential diagnostic lead is that given by the 
orectic tests. Word association tests, neurotic inventories, 


interest and attitude scales all have their place. These 
tests are of value so long as they are used in situations 
for which they were designed. Most have been empirically 
validated, and so long as they are used on appropriate 
people, such objections as the ease with which cheating, 
guessing or falsifying can occur do not matter. The 
population against which the test was validated probably 
cheated or falsified in the same way, and this has been 
allowed for in the subsequent statistical treatment. In 
individual cases such tests often give valuable hints, and 
it is probable that they may yet be found to be of use, not 
only in psychiatry, but in that whole field of so-called 
functional or psychosomatic medicine which is the bug- 
bear of private practice and public clinic. In each 
extension of their use, however, these tests will need to be 
revalidated for the appropriate groups. 

The projective tests are orectic tests which are so con- 
structed that the patient is not aware of what he is 
revealing, and therefore they meet the objections men- 
tioned above. These tests are so different from the more 
direct orectic tests mentioned earlier that they must be 
considered as a separate line of investigation. The best 
known of these tests is the Rorschach test, which is held 
to give distinctive patterns of response in various mental 
conditions, and to be, therefore, of value as a diagnostic 
instrument in the hands of experienced Rorschach workers. 

Taken as a whole, it must be concluded that whilst the 
value of many of these tests in the differential diagnosis 
of mental states is still not proven, they do at their present 
stage enable the psychologist to give objective leads of 
diagnostic value. They deserve further study. 


Psychologist and Psychiatrist. 

The way in which test results are made available to the 
psychiatrist is important. If he wants an I.Q., a mental 
age, or a test score only, he can most profitably leave the 
testing to a psychologist, and treat the score as a physician 
treats a cell count—as a piece of information to be con- 
sidered in relation to clinical evidence. ‘ 

If, however, the psychiatrist wants an observation as 
well as a test score, he must do one of two things; either 
he must give the test himself and observe the subject in 
the test situation, or he must ask the psychologist to make 
observations as well as obtain test scores. If he chooses 
to give the test himself, the psychiatrist loses time, perhaps 
also accuracy, and certainly the benefit of another view- 
point, but he gains in the establishment of rapport. If, on 
the other hand, he asks the psychologist to make the 
observations, he must expect the psychologist to examine 
the case fally and to give an independent opinion. The 
psychiatrist gains time and another opinion, but possibly 
loses therapeutic opportunities. Which of these alternatives 
will be used will probably depend on the psychiatrist, the 
psychologist and the needs of the particular patient. 
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MENTAL TESTS.’ 


By R. Evan MacLean, 
Mont Park, Victoria. 


In this paper I shall deal chiefly with the mental tests 
used in the clinical examination of children and young 
adults. The information obtained from such tests forms 
only a part of the syllabus of relevant matter derived in 
each case from physical examination, interviews and 
detailed inquiry into the family, social, and school or 
occupational relationships of the patient; but it serves as 
a complement to the other observations, and often as a 
starting point in the case study. 


1Part of a symposium on mental testing, held at a meeting 
of the Victorian Branch of the British Medical Association on 


April 5, 1944. 
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Most of the tests commonly used have been designed as 
tests of intelligence, including those devised by Binet and 
Simion, Kohs, Otis and Porteus, and it should be stressed 
at this point that “intelligence” is not a clear-cut mental 
possession but a composite of innate abilities, and that 
the groups of abilities measured by intelligence tests 
probably vary somewhat from test to test. “Intelligence” 
is an abstraction, and to say that an adult possesses low 
intelligence signifies, in a briefer form, that the possessor 
reasons, comprehends, plans, acts et cetera in a less intel- 
ligent manner than the majority of adults. In this respect 
“intelligence” is analogous to the abstraction “conscious- 
ness”. Interesting studies of the factors concerned in 
intelligence have been made by Spearman and others, and 
the existing tests are being improved by the psychologist; 
but there is not, and may never be, any single test which 
could be regarded as an automatic measure of mind; rather 
should any mental test have the same place in a full 
psychiatric examination as a biochemical or serological 
test has in a full medical examination. 

For the psychiatrist’s purpose, the latest revision of the 
Binet test appears to be a reasonably valid measure of the 
complex of innate abilities which are employed by the 


subject in his social and school adjustment, eliminating | 


fairly well the variations between individuals due to 
differences in educational opportunities and other environ- 
mental factors. It is stated that the original test was 
devised by Alfred Binet and a physician, Simon, in 1905, 
in order to identify those children in the schools of Paris 
who were mentally retarded. Revision and extension of 
the Binet-Simon scale took place in 1908 and 1911, at 
which time it contained 54 test items, and was particularly 
noteworthy for the facts that an attempt was made to 
measure a number of abilities such as foresight, practical 
judgement, motor ability, number ability, time and space 
relationships et cetera in the one test, and that a new 
concept, that of an “age scale”, was introduced. All the 
test items intended for a given year were grouped together 
and arranged adjacent to the group of items for the 
successive year. Any child passing all the tests up to and 
including those designed for, say, ten years, was credited 
with a “mental age” of ten, the same assessment being 
given if the child failed in a ten-year item, but com- 
pensated for the failure by passing in an item at a higher 
age level. 

The 1911 revision covered mental ages from three to 
fifteen years and provided some items at adult level. 
Professor Terman, at Stanford University in the United 
States of America, revised the 1911 scale in 1916, 
standardizing the test on 2,300 children and adults, for 
it had been found that the items were too difficult at the 
upper age levels, and too easy at the lower; some items 
were misplaced in the scale, and the directions for 
administering the test were often indefinite. Thus a test 
designed for French school children became one of the 
most widely used tests for English-speaking people of all 
ages. 

The concept of “intelligence quotient” or L.Q. can be 
related to the Stanford-Binet age scale; for if a child with 
a mental age (“M.A.”) of ten years happened to have a 
chronological age of ten years, the I1.Q., wherein the 
M.A. is expressed as a percentage of the chronological age 
(“C.A.”), would be 100. If he was actually twelve and a 


10 
half years old, the I.Q. would be rey x 100, that is, 80, but 


if he was a bright boy aged eight years (and “brightness” 
is a useful synonym for the kind of intelligence measured 


10 
by the Binet scale) his I.Q. would be rj x 100, that is, 125. 


Another way of regarding the last two cases would be to 
state that one child was retarded by two and a half years, 
and that the other was two years in advance of his real 
age. This does not, of course, imply that the latter child 
is an ordinary boy of eight years who has “crammed” ten 
years of learning into eight, for the test was designed to 
discount educational opportunities; but it means, if the 
test is valid, that he has the innate ability of the average 
boy or girl of ten years. 


The Stanford revision provided six items at each age 
level in most cases, each item corresponding to two 
months of mental age, and it should be mentioned that 
for the purpose of computing I.Q., the C.A. of any person 
aged over sixteen years is regarded as sixteen years and 
no more, for intelligence as measured by the Binet test 
ceases its steady increase with age at about this time, on 
the average. A slight correction is made in the C.A., if it 
lies between thirteen and sixteen years, in the modern 
version of the Binet test, which was published in 1937 by 
Professor Terman and Dr. Merrill after ten years’ work. 
More accurate standardization was employed, better 
sampling of subjects and abilities, and a reduction of the 
number of verbal items, especially in the lower years, were 
important improvements, and the test became more 
interesting to administer and offered more variety to the 
subject. Two tests, carefully matched, were produced at 
the same time, and known as “Form L” and “Form M”, 
each containing 129 items. This facilitated retesting with 
the scale not used on the first occasion. Hither form can 
be abbreviated if necessary, in a particular manner, with 
little loss of accuracy. The items begin at the second year 
level and are of such a nature that it is not hard to main- 
tain the interest of children of pre-school age. The building 
of simple bridges in imitation of the examiner is invited, 
the identification of small models of such familiar things 
as a button, a thimble, a cup, an engine and a spoon is 
sought, and the pointing out of various parts of the body 
is requested, not on the subject himself, but on a brightly 
coloured cardboard doll, a proceeding which tends to 
eliminate the self-consciousness which affects both bright 
and dull children in a varying degree with little relation 
to I1.Q., and so may tend to distort the result. 

At higher age levels, tests such as word definitions, the 
counting of objects, copying of simple figures, detection of 
absurdities, maze-tracing, memory for sentences et cetera, 
provide many points at which intelligence may be tapped 
and assessed. Naturally the administration of test items 
must be undertaken in a prescribed fashion and the direc- 
tions laid down by Terman and Merrill followed closely, 
since the items were standardized in the same way. The 
test results are reliable and comparable with those 
obtained by other examiners working with other children 
only if the test situation and method of approach are 
stereotyped and as nearly constant as possible, so that the 
only varying factor in the test is the one being measured— 
namely, the mental age of each child tested. 

A most useful test of intelligence is that devised by 
Otis and known as a self-administering “pencil and paper” 
test. An Australian adaptation of this test has been 
published at two levels—an intermediate level and a 
higher level. The items, of which there are 75, are printed 
on a folded form, and the answer to each item is recorded 
by the subject in the right margin of each page in the form 
of a letter or figure, a time limit of thirty minutes being 
given. The items constitute a challenge to a variety of 
abilities, and in spite of the fact that one would think that 
such a test, resembling as it does the conventional school 
written examination situation, would be impaired by 
emotional attitudes to school, yet this is not often 
observed, and in the majority of cases in which both 
Binet and Otis tests have been carried out on the same 
subject, close correspondence has been observed. The test 
is easily given, and has the advantage that one can be 
doing something else while the child is working through 
the test, and marking can be carried out with a stencil, 
the points scored being compared with a table for correc- 
tion according to C.A., and the I.Q. read off. Poor vision, 
specific backwardness in. reading, physical disabilities 
affecting writing, and pre-school age may preclude the use 
of this test. : 

The Kohs test, which involves no writing, drawing or 
speech on the part of the subject, utilizes a number of 
wooden one-inch cubes of identical pattern, each one 
painted on four of the six sides in red, white, blue and 
yellow respectively, while the fifth side is half-red and 
half-white, and the sixth, half-blue and half-yellow, the 
particoloured sides having a diagonal dividing line in each 
ease. The subject is required to view seventeen coloured 
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drawings and to construct designs with the blocks in 
imitation of them, note being taken of the time and number 
of moves in each case by the examiner. A chart, drawn up 
when the test was ‘standardized on a large number of 
subjects, is consulted, and the M.A. is read off. The I.Q. 
of a given patient on this test is often a little different 
from that obtained by the Binet test, and it probably does 
not measure the same components of intelligence as the 
latter test. The behaviour of the subject during this test 
is often of great interest and supplies useful evidence of 
his habitual approach to difficult problems. 


Let us consider the uses of these tests. To begin with, 
they enable the psychiatrist to make an important 
classification of the children referred to him for advice, 
whatever the behaviour or other disorder which led the 
parents or teachers to seek guidance—namely, that into 
one or other arbitrary subdivision of the possible range of 
1.Q. For convenience, a child whose I.Q. on a standard 
test falls between 90 and 110 is regarded as “normal”. 
Strictly speaking, one should say, “normal in respect of 
the abilities which that particular test purports to measure, 
and in relation to the population group upon which the 
test was tried and standardized”. Children in the 90 to 
100 group can be labelled “low average”, and those in 
the 100 to 110 group “high average”. Those above 110 
possess superior intelligence, and those below 90 inferior 
intelligence; the children whose I.Q. falls between 80 and 
90 are often called “retarded”, those with an I1.Q. between 
70 and 80 “borderland”. In the group with an I.Q. below 
70 are subjects with such a degree of defect that instruc- 
tion in ordinary schools, and frequently, life in ordinary 
homes among more-favoured people, are almost impractic- 
able. It is usual to call the 50 to 70 group “morons”, the 
25 to 50 group “imbeciles”, and the lowest group “idiots”. 
Thus, a boy aged ten with a M.A. of nine years would be 
regarded as just normal, but had he a M.A. of six, and 
therefore an I.Q. of 60, special provision would have to be 
made for his care and instruction. 

It is naturally not difficult to detect the more grossly 
deficient in intelligence by observing their conduct, and 
engaging them in conversation; but it is not so easy to 
discover by ordinary interview methods the more numerous 
members of the higher groups of oligophrenia, as mental 
deficiency may be called, for their deficiency is often 
obscured behind a plausible facade of apparent brightness 
and a desperate familiarity with common words, phrases 
and situations. Here the 1937 revision of the Binet scale 
is inyaluable, in spite of the time it takes to apply and 
the care necessary in its administration. It may confirm a 
clinical suspicion of retardation in a child who is in a 
school grade with others of the same age, but unfortunately 
perhaps two years or more their inferior in mental age. 
Competition with the others in such cases can only produce 
discouragement, and this frequently leads to a search for 
satisfaction in some other sphere such as playing truant, 
gang-leading, stealing, bullying, mischief in class, and 
sometimes a dislike of all intellectual pursuits, even those 
really within the comprehension of such children, or to 
shyness and physical ill health. The remedy, if retardation 
is not great, may be found in individual attention in the 
same grade, or in tactful removal to a lower one. If there 
is a greater degree of defett, removal to an opportunity 
grade or special school where competition is less dis- 
couraging may be indicated, and here, consideration can 
be given to making the most of the abilities which are 
present. : 

Sometimes superior test scores are recorded by children 
who are regarded as just normal or even dull, and who 
are in classes with children younger than themselves. In 
these cases sometimes boredom has been present in the 
first place, when class-work has been found too easy and 
competition not fierce enough to maintain an interest, so 
that satisfaction has been achieved in pursuits outside 
school, or simply in apathy, or in undesirable conduct. 
If a child is backward at school and a test shows that his 
1.Q. is normal, we have learned something about him that 
is of value, for we can now concentrate on finding out 
whether his backwardness is due to more remediable factors, 


such as personal conflicts, emotional attitudes to teacher or 
school, nutritional factors or home environment. It may 
be remarked in passing that it is just as unwise to quote 
the exact I.Q. level to parents, or in the hearing of patients, 
as it is to tell a patient his exact blood pressure in milli- 
metres of mercury. Even the psychiatrist and psychologist 
are not sure exactly what such a figure signifies. 


It is the usual practice in psychiatric clinics for a 
trained non-medical psychologist to carry out the mental 
tests and submit the results to the psychiatrist so that 
they can be examined with the other evidence. I have, up 
to the present, found it useful, although time-consuming, 
to carry out such tests myself, in order that qualitative 
observations may be made directly during the process 
of making these quantitative measurements. This has the 
advantage also that, having applied a test such as the Binet 
test in the standard manner, without any remarks to the 
patient other than those allowed, and with the least pos- 
sible taking of written notes during the performance so 
that the resultant 1.Q. is not invalidated quantitatively, 
one can then immediately follow up facts of psychiatric 
interest revealed during testing. The conditions must not 
be altered by deliberate observation of the patient in a 
manner which may affect his performance. Nevertheless 
much useful information can be collected in spite of this. 
For instance, an epileptic child may respond in a dreamy, 
monotongps voice, show perseveration in some of his 
answers and even in the drawings produced, use stereo- 
typed phrases in commenting on test items, and fiddle with 
any apparatus within reach. Over-disciplined children may 
show a lack of spontaneity during the test, while other 
children will be highly distractible, full of comments and 
sometimes critical and disparaging of many items. Some 
will react to difficult problems by exerting more con- 
centrated effort, others by evasive remarks, irrelevant 
descriptions of life at home, and comments on the tight- 
ness of their shoes et cetera. 

For the seventh year there is a comprehension test, in 
which the first question is: “What’s the thing for you to 
do when you have broken something which belongs to 
someone else?” Although she was of normal intelligence, 
there was something wrong with the social adjustment of 
the girl who answered: “Tell them, then cry!” A small boy 
answered: “Get a hiding!”; and to the next question, 
“What’s the thing for you to do when you are on your 
way to school, and see that you are in danger of being 
late?”, he answered: “Get the cane”; and to the last 
question, “What’s the thing for you to do if another boy 
hits you without meaning to do it?”’, he said: “Tell the 
policeman!” 

Scattering of correct and incorrect answers over a wide 
age range in a test is qualitatively significant, as is also 
marked discrepancy between the age level reached on the 
vocabulary item, and that reached on the test as a whole. 
It is sometimes suspected from the results of the Binet 
test or from reports accompanying the patient, that, while 
the intelligence is normal, there is a specific backwardness 
in an ability, such as reading, writing, spelling, arithmetic 
et cetera. In such a case standard tests which compare 
the child’s attainment in each of these subjects with the 
average attainment at his age level may be applied. These 
are tests, not of innate intelligence, but of special attain- 
ment, and it is possible to say, for example, that a child 
of eight has an “arithmetic age” of six, a “spelling age” of 
eight, and a “reading age” of nine. A study of the child’s 
personality and history may discover a reason for the 
discrepancy. 

Although it is believed that the usual intelligence tests 
are measures of native abilities, it should be remembered 
that the “abilities” are not tangible entities capable of 
direct measurement, and that what is being measured is 
really the result of the application of those abilities to 
specific standard tests. It is possible for emotional factors, 
such as conditioned dislike of any situation resembling a 
school examination, identification of the tester with a 
hated parent and so on, to impair and block the applica- 
tion of inborn abilities to the test items. In the 
standardization of the tests on thousands of children, the 
majority of whom were presumably well adjusted, this 


| 
| 
| 


OO 8 


JuNeE 24, 1944. 


THE MEDICAL JOURNAL OF AUSTRALIA. 579 


factor is at a minimum; but in a clinic to which children 
are referred because of difficulties of adjustment, behaviour 
disorders and similar problems, it must constantly be kept 
in mind as a potential source of error in intelligence 
measurement. 

Tests of special aptitudes, such as mechanical and 
clerical ability, will undoubtedly be applied more and more 
in the future to children about to leave school, so that 
errors in the choice of occupations may be minimized. 

I shall refer briefly to tests of personality, which are less 
firmly established and less widely known than those of 
intelligence. Some of them are lengthy, and frequently 
the information they give can be gained in a shorter time 
during personal interviews. Questionnaires are sometimes 
used, the answers disclosing neurotic tendencies, lack of 
self-confidence and so on, and a variety of other tésts has 
been described. It is possible that in pre-school children, 
some value may be found in the method of inviting them 
to paint with colours selected by themselves on paper 
attached to an easel, especially when they tend to express 
their feelings rather than concrete objects. 

I should mention the Rorschach ink-blot test, which 
consists in the presentation to the subject of ten printed 
reproductions of ink-blots, one after another in a particular 
order, and the invitation to him to state what the blots 
might be, and what they represent for him. The blots are 
symmetrical, and were presumably obtained in the first 
place by folding the paper on which the ink was spread, 
and they were originally chosen over thirty years ago by 
the Swiss psychiatrist, Hermann Rorschach, who published 
his results after about ten years’ work, in 1921, and died 
in the following year. The test is not, as many think, a 
test of imagination: but it may perhaps be regarded as 
one in which the subject projects his way of doing things 
into the blots; and because the cards do not permit of a 
conventional solution, he may give much information about 
his personality because he is not aware of the individual 
pattern of his responses and of what he is revealing. The 
scoring of the responses and the interpretation are 
involved, and cannot be dealt with in defail; but I shall 
show you reproductions of the blots on the screen, in 
which form they are sometimes used for simultaneous 
presentation to a group of subjects.’ r 

Certain constellations of findings have been found to 
be typical, but not pathognomonic, of schizophrenia, 
depression, organic intracranial disorder, mental deficiency 
and so on, and in the hands of some people the use of the 
test is said to have become a useful diagnostic method. A 
disadvantage is the time necessary to administer the test 
and to score and interpret the results, and the difficulty of 
demonstrating its validity by the usual method. 

In conclusion, I should like to say that there is a 
possibility that specially devised and controlled mental 
tests may be of value in predicting the likelihood of 
favourable response in the treatment of schizophrenia with 
insulin and electrically induced convulsions. 


MENTAL TESTING.’ 


By Joun F. WILLiAMs, 
Major, Australian Army Medical Corps, 
Melbourne. 


MENTAL TESTS are popularly regarded as concerned with 
intelligence or ability; but any test brings into action 
considerable effort, and emotion is often generated. 
Nevertheless tests have in the past been mainly concerned 
with testing the powers of individuals to think in certain 
set situations. These situations vary greatly in type and 
difficulty—for example, repetition of figures or sentences, 
drawing figures, finding a common theme in certain 
arrangements of blocks or diagrams, threading beads and 
so on ad infinitum. It is found that considerable variations 


*At this stage Dr. MacLean showed on the screen reproduc- 
tions of the blots. 

?Part of a symposium on mental testing, held at a meeting 
Branch of the British Medical Association on 
pril 5, 


in ability to deal with different tasks occur in some 
individuals, and in any psychometric scheme a battery of 
tests is included, though the majority of individuals found 
capable in one group of tests will not be grossly incapable 
in another. 

My work for the past six months has been mainly con- 
cerned with the preselection of officer candidates—that is, 
with helping to select suitable personnel for officer cadet 
training units. The board consists of two staff corps 
officers, a psychologist and myself (psychiatrist) as 
permanent members, with two high-ranking officers of 
local formations in each area. Attached is a mobile 
aptitude testing section with another officer psychologist 
and three sergeants who administer psychological tests. 
Candidates have all passed through local selection boards 
consisting of combatant officers since their original nomina- 
tion by themselves or their commanding officers. 

It was realized in Great Britain as well as here that it 
was desirable to have more than an estimate of ability to 
carry out certain fixed paper tests, and that other factors 
in the individual’s makeup were of very great importance 
in determining his capacity for leadership. Some of these— 
for example, his persistence in carrying out a course of 
action—could be estimated in certain types of tests, and 
it is obvious that a man liable to excessive fatigue would 
tend to fail in lengthy tests. Whether he would also tire 
in every type of test in which emotional factors assume 
greater importance (for example, in leading a jungle 
patrol) is a matter regarding which some difference of 
opinion may exist; but probably the person with some 
capacity to persist in one type of test would show the same 
capacity in another. His capacity to retain the respect and 
obedience of his men might again be predicted by his 
success in handling such test situations; but other factors 
arise—for example, courage, personal physical prowess, 
popularity, interest in the welfare of his men and willing- 
ness to sacrifice his own comfort if need arises. He must, 
in fact, have “a heart of gold”, in the words of one of our 
brigadier members, as well as ability. 

How to sum up a man in terms of these qualities is a 
very vexed question. Members of the board live with a 
group of approximately thirty candidates for approximately 
three days, and during this time candidates are under 
general observation under a variety of conditions and are 
subjected to a variety of tests of ability as well as 
“personality pointers”. These latter range from the filling 
in of questionnaires of various kinds to obtaining the 
individual’s reactions to ink blots of standardized 
Rorschach type. The results of these tests are calculated 
by the psychological section. The next step is a series of 
interviews by the psychological testing sergeants, the 
psychologists and the psychiatrist in that order. These are 
directed to obtaining details as to the subject’s background 
as regards family history—for example, position in family, 
educational, occupational and army history, as well as 
illnesses and personality traits which may seem to be of 
interest. A provisional estimate of suitability based on 
these tests and interviews is given to the other members 
of the board, who have during the time devoted to inter- 
views had the opportunity of hearing the candidates 
lecture for a few minutes, perhaps take part in a debate 
and take command for a few minutes of a section com- 
prising other candidates. It happens at times that varying 
estimates are made by the different technical officers them- 
selves, or by these and the lay members; but in the 
majority of cases agreement is close. 

The following day a variety of outdoor tests of varying 
kinds are given. These vary with the location of the 
board and local circumstances, but range from subjecting 
candidates to physical exertion, and then having them 
memorize and repeat a message after further exertion, to 
giving them practical tasks to carry out as a group and 
watching their behaviour. The interpretation in this last 
type of observation is sometimes a difficulty, as some sub- 
jects thrust themselves into the lead and may or may not 
hold it, while others hold back with little or no effort to 
offer solutions. Attempts to correlate successes in these 
tests with success in the indoor tests is also difficult, as 
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another; but on the whole it is unusual to find a hopeless 
failure at indoor tests covering himself with glory and 
distinction outdoors, though such cases have occurred. 
Failures in outdoor tests to show qualities looked for are 
rather common amongst those possessing very high ability 
indoors. 

At a final conference notes are compared, a confidential 
report from the candidates commanding officer and a record 
of service is read, as well as the report of the technical 
officer in the event of the candidate wishing for a com- 
mission in such a unit, and a decision is reached after 
sometimes quite a lengthy discussion. The board as a 
whole would, I think, be unwilling to drop any part of the 
foregoing rather involved procedure. The paper tests 
undoubtedly give a quick and reliable estimate of the man’s 
ability in certain test situations, the personality pointers 
including the Rorschach tests are of considerable interest, 
while the interviews, lecturettes and general observations 
in the mess and in outdoor tests give an opportunity to 
judge his general personality makeup. 

Emphasis on results in different tests naturally varies 
with different members of the board; but the accumulated 
results generally show few marked divergences of opinion. 
On the other hand, each particular set of test situations 
is not regarded as sufficient in itself; for example, a high 
degree of ability in indoor tests is often found in the 
rejects, and so is a high degree of practical ability in out- 
door tests, and a high degree of social grace. My own special 
part in the procedure is to endeavour to discover indica- 
tions of unsoundness, tendencies to neurosis or instability 
which would make the candidate unsuitable as an officer. 
Candidates are, of course, anxious to present their best 
assets, and attempts to mislead by faulty emphasis or 
concealment of important details are not unknown, so that 
at times one is very grateful for the opportunity to check 
up on suspicions gained at the interview by further 
observations elsewhere. 

In parenthesis, it does seem worth while to remark on 
the fact that factors thought to predispose to neuroses or 
psychoses (for example, eneuresis, night horrors, sleep- 
walking, tantrums) are naturally expected to be rather 
less in this group of candidates than in the ordinary 
army population, or in the groups of patients from army, 
navy or air force who have broken down with neuroses; 
but they nevertheless occur. There may be some doubt as 
to how far estimates of the frequency of such factors in 
the “sick” group can be relied upon as correct, when we 
realize the natural tendency to magnify anything that will 
serve a useful purpose. The neurotically ill are, it would 
seem, anxious at this stage to provide evidence of 
instability prior to enlistment as an at least partial excuse 
for failure, though I can imagine situations after the war 
in which such information would be difficult to obtain with 
anything like the same frequency. 

In spite of this obvious fallacy, it still appears that there 
is no other test that can wholly replace the interview in 
summing up an individual, though these modern applica- 
tions of tests of ability as well as the “personality pointer” 
type of tests are all of considerable value. Psychiatric 
training is, it seems, of value in weighing up details of 
the man’s history—for example, sickness of possibly 
neurotic nature—and the occupational and family back- 
ground, and I am not convinced that the psychologist can 
wholly replace the psychiatrist; but it is apparent that 
considerable progress is being made in the use both of 
tests and the interview by psychologists. 

The final note is therefore one of caution. Methods of 
investigation of mental ability by paper tests are 
undoubtedly of value and can give information along these 
lines with a degree of accuracy which cannot be equalled 
by ordinary clinical interview. “Personality pointers” are 
also of value, though I am not wholly satisfied with the 
validity of some of the results obtained. Interviews 
may at times be misleading. Observation of the sub- 
ject is also of value as giving clues to weaknesses and 
abilities which are not apparent in a more formal interview 
or test situation, and the record of service and report of 


‘the commanding officer help to apply the corrective of a 


long-range view. 


Without information from all such sources, the risk of 
faulty selection would, I think, be much greater than at 
present, and even now the best test—that of active opera- 
tional experience in command—is one that may still have 
to be applied; this, of course, is the final testing ground of 
all the other tests. 

Many queries still exist in the minds of the board; for 
example, how far the practice of selecting officer carididates 
from the upper half of the army population as judged by 
paper tests of ability is justified, how much weight should 
be given to actual operational service as contrasted with 
youth and ability, how far stability of personality is 
essential, and what risks should be taken in selecting 
candidates with ability, but with some weakness in their 


family history or some of the stigmata of instability in 


their own history. On the whole our attitude has been 
very conservative—some would perhaps say ruthless; but 
it has seemed better to err on this side rather than to be 
too sympathetic towards the individual candidate. 


<i 


ASPHYXIA IN THE NEWBORN. 


By W. Keveratt M.D., M.R.C.O.G., 
Launceston. 


In spite of the fact that in recent years more attention is 
being paid to the teaching of obstetrics to students during their 
medical course and to the better supervision of pregnant women 
both in private practice and at the ante-natal clinics, the 
stillbirth and neo-natal death rate is still too high, and has 
shown little if any improvement on the figures of twenty years 
ago. This is disappointing, in view of the dramatic fall in the 
rate of infant mortality during the first year of life. It fell 
from 80 per 1,000 in 1907 to under 40 per 1,000 in 1940, largely 
owing to the work of the infant welfare centres. Reliable 
statistics of stillbirths in Australia are not available, since, 
curiously enough, registration of stillbirths is not ar 
in all States. From such information as is available the 
Commonwealth statistician estimates that there are about 
3,500 stillbirths in Australia each year—about 2-8% of all 
births. In Tasmania, the average percentage since 1933 is 
2-89%. If the neo-natal death rate was added, this figure 
would be considerably higher. In 1940, for example, 3,222 
babies died in the first month of life and 2,646 in the first week 
of life. There is little doubt that many of these deaths were 
due to respiratory causes—partial atelectasis, pneumonia 
et cetera. 

When Dr. B. M. Carruthers was Chief Health Officer for Tas- 
mania before the war, he initiated an inquiry into the causes of 
stillbirths, which, if it had been continued, would probably have 
been of statistical value. A detailed questionnaire was sent to 
doctors in attendance at cases of stillbirth to try to obtain 
evidence, which might lead to a more accurate diagnosis of the 
cause of death. If it did nothing else, this questionnaire tended 

to stimulate research by general practitioners on this important 
iain and probably raised the standard of the conduct of 
labour in this State. This investigation was not carried on 
when Dr. Carruthers resigned to join the Australian Army 
Medical Corps, which is, I think, a matter for regret. 

For some years past I have, when possible, carried out autopsies 
on all stillborn infants. Sometimes interesting congenital 
abnormalities are discovered, or the cause of death is found to be 
different from that The findi also often lead one 
to review the conduct of a difficult labour, and thus have an 
educational value. The carrying out of autopsies, the 
notification of all stillbirths and the general adoption of a 
questionnaire such as Dr. Carruthers’s thro ut the Common- 
wealth should prove of value in reducing the stillbirth rate. 

It is likely that the number of stillbirths will increase in the 
future; the staffs of maternity hospitals and the doctors still 

ing on with obstetrics are being grossly overworked at 


present. Recent graduates are sent to general hospitals for 
their year of ital experience, and most of them during this 
term and while they are in the army will have no chance at all 


of any further obstetrical experience until after their demobiliza- 
tion. Most of them will then go into general practice and have 
to undertake maternity work. In the larger towns, where they 
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will be able to obtain help from i obstetricians when 
in difficulty, the situation will not so bad as in small towns 
and country practices, where help will not be so easily obtainable. 
The generally improving standard of obstetrical work will be 
likely to show some deterioration during the years when these 
men are gaining experience for themselves in general practice, 
unless something can be done in the way of providing refresher 
courses at maternity hospitals after their demobilization. 

Many infant deaths that occur at or a short time after birth 
should be preventible. Since J. B. 8. Haldane, Henderson, 
Drinker and other workers in America proved that the 
maintenance and regulation of breathing depend on the carbon 
dioxide in the blood stream acting on the respiratory centre, 
and that if carbon dioxide is absent or deficient in the blood, 
the centre will be inactive or nearly so, the use of ““Carbogen” 
has become universal in maternity hospitals for resuscitating 
apneic newborn babies. Apparently in America, the fire 
brigades were quicker than medical men to adopt its use, and 
for some time in the early 1930’s doctors in some towns 
occasionally called in fire brigade resuscitation teams to deal 
with their newborn babies with asphyxia. Yandell Henderson") 
has made the following statement : 

Many children now die at birth or within the neo- 
natal period who could, and should, live. Among those 
fatalities the largest group is that which results from 
one or other of such related conditions as primary or 
secondary failure of respiration, inadequate expansion 
of the lungs, and pneumonia developing from atelectasis. 

An interesting symposium on asphyxia of the newborn 

in the American Journal of Obstetrics and Gynecology 

April, 1931, and the viewpoints of an obstetrician, a neurologist, 
a physiologist and others were presented and discussed. 
Moncrieff,) in series of articles in The with 

ihyxia in general, and especially with the cause and treatment 
of “suffocation” as he prefers to call it—of the 
newborn. 

In most cases the cause of asphyxia is a matter of guesswork ; 
but it is of first importance to decide whether it is due to 
obstruction in the , and if so, where. The upper 
passages should be cleared by an efficient mechanical sucker as 
soon as the head is born. This is always available in the larger 
maternity hospitais; but many small private hospitals still 

d on a mucus extractor. Moncrieff points out that if 
“respiratory failure from obstruction is to be adequately dealt 
with, half-hearted measures at operation with the clumsy 
mucus extractor usually employed by midwives cannot hope 
to prove effective”. Public health authorities should insist 
that all hospitals, however small, should have an effective sucker 
installed. 


If the upper passages have been cleared, and if signs of 
obstruction persist—especially if the baby is flaccid and pale— 
the catheter should be passed into the trachea, preferably by 
direct vision with a laryngoscope, which should be part of the 
equipment of the delivery ward. 

Intracranial pressure during a prolonged labour, from whatever 

from actual hemo t pars b will bring about 
a diminished blood supply to the brain. Cruickshank found that 
cedema of the brain was much more common than gross hemor- 
rhage in babies who died of respiratory failure. For this 
condition Moncrieff introduced the method of giving hypertonic 
saline solution per rectum to those babies who had attacks of 
cyanosis and irregular respiration. He found that frequently 
these children maintained normal breathing if the intracranial 
was reduced this way. The almost universal use of 
narcotics is now @ common cause of depression of the respiratory 
centre, and certainly it adds a risk to the baby. I never give 
more than one-eighth of a grain of morphine with the initial 
dose of hyoscine, and not even that if I expect the baby to be 
born within about five hours. Occasionally also the barbiturates 
profoundly effect a baby. The above are the most common 
causes of respiratory failure; less common ones are chemical 
factors which existed before birth, and may be due to pressure 
on or prolapse of the cord, knots in the cord e¢ cetera. 

Kosmank®) drew attention to certain chemical factors which 
exist before birth, and he pointed out that pressure on the cord, 

prolapsed or knotted cord, or partial separation of the placenta, 
t interfere with the circulation to the respiratory centre, 

and either aggravate or precipitate failure of respiration at or 
after birth. Moncrieff points out that in the infant the normal 
borders closely on the abnormal, and any slight exaggeration of 


oxygen deficit or carbon dioxide excess will affect the respiratory 
centre and will cause respiratory failure or embarrassment due 


to these chemical factors. 


Treatment. 


What method of treatment have we once the air passages 
have been cleared? All modern writers insist on extreme 
handling babies—whether “blue” or “white”— 

° importance of warmth. In properly ipped 
maternity hospitals, central heating enables the delivery ae 
to be kept at a satisfactory temperature ; but in onate private 
hospitals the newborn infant is often exposed, while resuscitation 
is being carried out, at room temperatures involving risk of 
subsequent pneumonia. Modern editions of old text-books 
generally emphasize the importance of tle handling and 
warmth, but also detail various methods of ar artificial respiration 
which now stand condemned and should never be used. Dame 
McIlroy states that such methods of artificial —— 
have probably helped to maintain the stillbirth rate, and Yandell 
Henderson comments as follows on these methods : 

Equally crude, ineffective and reprehensible is the 
treatment which ignorance and immemorial custom 
tolerates and even recommends for the non-breathing 
newborn child. 


All the older methods of artificial iration should be 
abandoned, and if no special a: tus is at hand, direct mouth- 
to-mouth insufflation should used. This is undoubtedly 
effective in inflating some of the lung and supplying carbon 
dioxide, but it carries with it the risk of infection, and is of 
course rather trying if it is necessary to continue the inflation 
for more than a short period. Care must be taken not to use 
too much pressure, as there is a real of causing rupture of 
the alveoli, and this may be fatal. the past I have on 
occasions saved babies by persisting in mouth-to-mouth 
insufflation for as long as half an hour. On one occasion, in a 
case of prolapsed cord, I had to continue insufflation for about 
an hour before natural respirations were established; we had 
no “Carbogen” or “‘Coramine” to help us. That baby i is now a 
sturdy schoolboy of sixteen and an only child. 

Respiratory stimulants for the newborn must be used with 
caution. “Coramine”’ seems to be the safest and does not appear 
to have subsequent depressant effects, either circulatory or 
respiratory, such as may occur after the use of “Lobeline”. 
I use “Coramine” frequently and have observed none of the 
restlessness, twitchings or convulsions that have been reported ; 
but as Moncrieff in his monograph states, “‘no drug will ever be 
substitute for prompt action in failure as 
removal of obstruction and application of 
respiration”. 

Many hospitals, even the most modern and well-equipped, 
have no special apparatus for dealing with serious cases of 
asphyxia. Such apparatus may be of the positive pressure or 
negative pressure type. 

Positive Pressure Artificial Respirators. 

Flagg‘*) advocates that in all cases in which the baby is 
flaccid and is suffering from asphyxia, the following routine 
should be carried out: aspiration, ge intratracheal 


suction and intratracheal insufflation nae ll under 
measured insufflation being soubban respiration 


pressure, 
is established or the circulation has failed. Flagg uses a rubber 
face mask attached by tubing directly to the * 
cylinder, with a “trap” to limit the pressure to 15 to 20 
millimetres of mercury. 
ee ee eee of water. The mask is li and 
canted te face about twenty times a minute. 
Negative Pressure Artificial Respirators. 
Negative pressure artificial respirators include the Drinker 
and its modifications. 
H. Murphy‘® described one and gave details of 40 
asphyxiated newborn babies treated. 

Moderate degrees of accurately measured negative 
pressure are made to alternate rhythmically with 
atmospheric pressure. When negative pressure is 
applied, air at atmospheric pressure enters the respirator 
through the nose, mouth and trachea. It is drawn into 
the lungs and the chest expands. When the negative 
pressure within the respirator returns to normal, the 
elastic recoil of the chest produces expiration. 
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M details of the ients trea and from 
patien ted, apart 


bies who owed their lives to the treatment, Murphy 
was convinced that others were saved from degrees of asphyxia 
which might have produced serious damage to vital tissues. 
Bronson Crothers,'’) reviewing the effects of labour on the 
infant from a  neurologist’s viewpoint, emphasized ‘‘the 
importance of deciding whether the asphyxia is caused by 
disturbances of intracranial pressure, or whether it is the result 
of frank chemical changes. If the former, then efforts to induce 
breathing by manual compression of the trunk will only increase 
the danger by driving more blood to the head, and it cannot 
favour the entrance of air into the collapsed lung. No method 
that does not get air into the lungs will be effective, no matter 
what the composition of the air is. From the purely neuro- 
ysiologic point of view, the Drinker apparatus seems ideal.” 
bjections have been raised that such an apparatus is too 
costly and elaborate for general use, and that a skilled staff is 
necessary to use it. These objections will be shown to be 


About four years ago, during the last epidemic of anterior 
poliomyelitis in Tasmania and long before I had read Murphy’s 
article on his Drinker respirator for infants, I was impressed 
by the colour and comfort of rows of children and adults suffering 
from respiratory paralysis, who were in the respirators at the 
Launceston General Hospital. It occurred to me that simple, 
easily adjusted respirators for newborn babies would be useful 
in maternity hospitals, and should supersede other methods 
of artificial iration. We constructed the box, bought a 
second-hand “Electrolux’’ for £5, and then referred to Mr. Eric 
Waterworth and his brother Philip of Hobart for their skilled 
assistance; the completed machine has been in use at the 
Queen Victoria Hospital for about four years. It is part of the 
delivery ward equipment and is used by doctors and staff in all 
cases of asphyxia in which the infant remains apneic long enough 
to cause anxiety, and in which, because the infant has not taken 
breath, “Carbogen’’ cannot be administered. The airway 
having been cleared by sucker, ““Carbogen” is administered by 
a nasal catheter well down in the pharynx as soon as the baby is 

in the respirator. When the machine is in action the gas 
is drawn into the lung with the air through the nose or mouth. 
It is interesting to watch the artificial expansion of the chest 
being gradually replaced by independent gasps, which gradually 
settle to normal breathing with accompanying good colour. 
As soon as this takes place, the motor can be turned off, but 
sometimes in the severe t, of asphyxia in which the child is 
flaccid, it may relapse and have to be given more treatment. 
Quite a number of babies are counted as having been saved by 
the machine, and others certainly have had the period of apnea 
cut down, with resulting less chance of damage to the tissues 
from the anoxsmia. 

No elaborate and expensive machine, which might be out of 
reach of the smaller maternity hospitals, is necessary. The 
carpentry of this one can be done by anyone handy with tools ; 
the whole of the present apparatus was constructed by amateurs. 
In normal times the machinery could be obtained at 
comparatively small cost. 

Some of the advantages of this simple method of artificial 
respiration are as follows. In the case of many ‘yxiated 
infants ‘‘the respiratory centre does not function at all, because 
it has been depressed during delivery from one or other cause, 
and as long as the heart is beating, they may ultimately recover 
if some method of artificial respiration is kept up for some 
time”. The air in the respirator can be kept at whatever 
bo age is desired. The rate and depth of breathing are 

ily adjusted. The baby can be placed in the machine in 
ign allows it to be easily 


less than a minute, and its simple 
by the matron or sister 


operated by any of the staff. It is 
in charge if no doctor is in attendance. 
Description of the Present Respirator. The box is constructed 
of Huon pine three-quarters of an inch thick. The chamber for 
the baby—shown in dotted lines in the sketch plan—is two feet 
long, one foot wide and one foot high, and is, of course, airtight. 
The smaller box on top, which contains the machinery, is 
fourteen inches long, one foot wide and nine inches high, and 
is not airtight. Glass covers allow inspection of the machinery 
in operation, and of the baby. Our main difficulty has been to 
seal the gap round the baby’s neck, now that suitable rubber is 
unobtainable. Formerly we used a large sheet of thick, 
impervious sponge rubber with a hole in the middle, which could 
be stretched over the baby’s head. A small roll of absorbent 
eotton wool wrapped in gauze was packed round the baby’s 


neck and this was efficient in preventing air entry. We now 
small collar of rubber. A sheet of thin sponge rubber is glued 
to the front of the baby’s box. When the wooden frame 
enclosing the baby’s neck is clamped against this no air can get 
through. The clamp is an iron ring of three-eight-inch mild 
steel, larger than the opening in the box front, and is hinged 
below. A head rest for the baby is attached to this ring. ‘When 
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Fievurs I. 
Key to sketch plan of respirator. A: “Electrolux” motor; B: three- 
——- diameter exhaust air pipe; C: flap valve o by cam; 
: small motor -beater—with dri belt (D) and pulley to shaft (D) ; 
E: governor ating respiration rate ; and the framework are 
= 1 ._¥ : governor control; @: cam, actuating lever G to valve C; 
control and lever; J: thermometer; K : 
showing respiration excursions; ZL: motor switch ; : heat switch. 
the baby is put in the respirator, the wooden frame is placed 
round the neck, and the clamp is fastened at the top. A roll 
of absorbent wool is tucked round the neck and the motor is 
switched on. A pipe three-quarters of an inch in diameter leads 
directly from the baby’s box to an ‘‘Electrolux”’ vacuum machine, 
which has been shortened by removal of the dust chamber (A). 


The respirator rate is controlled by a flap valve (C) operated 
through a train of gears off a governor spindle, which is driven 
y a belt from a small electric motor (D). This motor was 
taken from a small domestic egg-beater. The frame and 
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governor were taken from a gramophone motor. If available, 
an electric gramophone motor complete with governor is 
particularly suitable for the purpose. The flap valve (C) 
releases the vacuum and allows air to flow back into the chamber 
at controlled intervals. As the valve is opened and closed 
‘gradually by the action of the cam (@), inspiration and expiration 
are also gradual. There is an extra air inlet to the pipe (B) 
between the flap valve and the vacuum machine. This may be 
opened to admit extra air, the maximum vacuum thereby being 
reduced when necessary. By this means the excursion of the 
fluid in the manometer gauge (K) may be regulated to suit the 
a Bovys | treated. An excursion of four inches was used in 

the first baby we put in the respirator. The baby 
adie ip but its vital capacity was not equal to this excursion, 
and for days aerated blood was sucked at intervals from its 
throat. We now use an excursion of one to three inches and 
have never had a recurrence of this trouble. The rate of 
respiration can be adjusted to any number between ten and 
thirty per minute. Heat and light are supplied by a 150 watt 
lamp fixed inside the respirator under the floor, which is sloped 
at an angle of 30° from the horizontal, to assist drainage from 
the respiratory passages; a switch controlling this lamp is on 
the control board. A thermometer on the control board with 
its bulb inside the respirator registers the temperature. Finally, 
a long piece of flex connects the wiring to a power plug. 


Conclusion. 


Some other maternity hospitals in Australia probably have 
this or other mechanical methods of dealing with cases of 
asphyxia. Those that have not would find a simple Drinker 
machine such as this a valuable addition to the delivery ward 
equipment. I understand that Professor Burstall presented 
the Women’s Hospital, Melbourne, with a more elaborate 
respirator a few years ago; but the resident medical officers 
from Melbourne at the Launceston General Hospital, whom I 
have questioned, have not seen it in use. 
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SOLAR RADIATION AND PERNICIOUS ANAIMIA 
IN SOUTH AUSTRALIA. 


By J. B. THIERsScH, 
From the Institute of Medical and Veterinary Science, 
Adelaide, South Australia. 


Smirn (1934) studied the relationship between relative 
lack of solar radiation and the mortality from pernicious 
anemia in the United States of America prior to the 
therapeutic use of liver. For the relative solar radiation 
observed in each State, he used an index which consisted 
of the factors of actual amount of sunshine, angle of 
incidence of the sun’s rays, altitude and humidity. He 
concluded that there existed a significant relationship 
between the relative lack of solar radiation and the 
mortality from pernicious anemia in the United States. 


Askanazy (1936) surveyed the Eu data on 


ropean 
pernicious anemia for the Helsingfors meeting of the 


International Society for Geographical Pathology; he gave 
the following figures (Tables I and II) for the incidence 
of pernicious anemia in man per 100,000 of population, 
and a list of the percentage of cases of pernicious anemia 
reported at autopsies from different institutes of pathology 
in Europe. On the basis of this survey Askanazy concluded 
that pernicious anemia gradually decreased in Europe 
from north to south. On the surface this seems to confirm 
Smith’s observation. Further confirmation of Smith’s 
views came from Appleby (1942), who examined the 
relationship between pernicious anemia and solar radia- 
tion by using the deaths due to cancer of the skin—caused 
by excessive solar radiation—as a “radiation index” rather 
than the meteorological data of Smith. Appleby, like 
Smith, came to the conclusion that the mortality rate of 
pernicious anegmia and solar radiation were inversely 
related. 
TABLE I. 
Showing the Incidence of Pernicious Anaemia per Hundred 
Thousand of Population. 


Country. Incidence. 


Sweden’ .. we 9 
Switzerland (1926)' 6- 
Switzerland (1935)* 4 


+ Further added by myself. 


TABLE II. 
Pernicious Anaemia in Percentage Incidence at Aulopsies. 


| Percentage 
Country or City. | Incidence. 
Stockholm . 0-9 
Toronto 0-85 
Greifswald 0-83 
Berlin 0-66 
Gottingen 0-45 
Hamburg 0-43 
K6énigsberg 0-35 
Miinchen 0-33 
Freiburg 0-24 
Heidelberg 0-16 
Tubingen 0-04 
apan 0-086 
Chile .. 0-12 
Chicago | 0-27 
0-44 
Prosectur 1-39 
Bern 0-42 
Genf be 0-45 


When the problem is considered, it appears that the 
death rate from pernicious anemia or skin cancer alone is 
not sufficient to decide the matter. Liver therapy in cases 
of pernicious anemia and irradiation therapy with deep 
X rays, radium or radon in skin cancer have too pro- 
foundly changed the prospect of life in both diseases to 
permit far-reaching conclusions to be drawn. 


Solar Radiation in South Australia. 


The capital of South Australia, with a latitude of South 
34° 56’, has a Mediterranean climate with a dry sub- 
tropical summer climate (Trewartha, 1937). The main 
features of this climate are a concentration of the modest 
amount of precipitation in the mild winter season, the 
summers being nearly dry and warm to hot, and the 
occurrence of a high percentage of the possible sunshine 
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for the year in the summer, with an average temperature 
during the warmest month of over 716° F. (22° C.). 
According to Trewartha, the climate in South Australia 
also prevails in the border lines of the Mediterranean Sea, 
in southern California, in central Chile and in the southern 
tip of South Africa. The following figures (Table III) 
show the solar radiation observed in Adelaide in com- 
parison with that of South Kensington, England. 


TABLE III. 


Solar Radiation Horizontal Surface (Gramme Calories Square Centimetre 
per Month of 30 Daye). 


Waite Institute, South Kensington, 
Month. | South Australia. ot England. 

January 1,000 1-6 1,000 
February 16-4 2-3 
March 13-1 | 4-6 
April. . 9°5 | 7-2 
y. 6:3 10°3 
June 4-9 | 10°8 
July .. 5-3 9-3 
August 7°5 } 8-2 
September 10-7 6-2 
October 13-6 | 3-6 
November 17-0 1-5 
ber 17-9 0-8 


These figures show that the solar radiation is very much 
greater in South Australia than in England. Since the 
people of South Australia are predominantly of British 
stock and have retained the habits and traditions of the 
British Isles, a unique opportunity is presented for com- 
paring the effect of solar radiation on the occurrence of 
pernicious ane@mia and skin cancer in the two countries. 
A definite change in incidence should be observed if the 
observations of Smith and of Appleby are correct. 

South Australia, with a population of 580,000 (1933 
census), has at the Radium Clinic of the Anti-Cancer 
Campaign of the University of Adelaide, a radon and deep 
X-ray plant available for the poorer part of the popula- 
tion. Patients with skin and other cancers are sent to 
the clinic by their doctors, and treatment is given after 
the diagnosis is made by biopsy and inspection. 


Skin Cancer. 

Over a period of five years (1938-1942), 1,474 cases of 
basal cell or squamous cell carcinomata of the skin, and 
259 cases of cancer of the lip, were observed clinically; 
the lesion was confirmed by biopsy and treated with 
radiation. During the same period only three subjects 
who had died of skin cancer came to autopsy. 


Pernicious Anzmia. 

Over a period of twelve years (1930-1942), 230 cases of 
pernicious an@mia were observed at an annual average of 
19-2 new cases a year. During the five-year period from 
1938 to 1942 only nine subjects of pernicious anemia came 
to autopsy in a total number of 1,649 post-mortem examina- 
tions during the same period. 


Comment. 

It is evident that a figure of 0-18% for skin cancers and 
of 05% for cases of pernicious anemia in the total 
autopsies over a five-year period does not represent the 
true incidence of both diseases in the population. The 
explanation is found in the above-mentioned improved 
therapy and in the care of patients with advanced skin 
cancer in special homes, where the fatal termination of 
these often unpleasant cases finally occurs without a post- 
mortem examination being performed. 

While the diagnoses of cancers of skin and lip were 
confirmed by biopsy, the diagnosis of pernicious anemia 
was based on the following criteria: severe anemia with 
megalocytosis, complete achlorhydria of the stomach, 
response to liver therapy with the appearance of reticulo- 
cytes, and absence of intestinal parasites. Biopsies of the 
tumours, examinations of blood and feces and test meal 
examinations were conducted in my department of 
histology and clinical pathology at the Institute of Medical 


and Veterinary Science, where the pathological work of 
the Royal Adelaide Hospital and the Radium Clinic is 
being done. 

At a conservative estimate, the Royal Adelaide Hospital 
and Radium Clinic serve approximately 200,000 members 
of the population of South Australia. This figure of 
200,000 was arrived at by the following calculation. From 
the total number of beds available in South Australia in 
private and public hospitals, the number of beds reserved 
for mental, tuberculous and obstetric patients, as well as 
the beds for crippled children and babies, were deducted. 
The resulting number was then related to the number of 
beds at the Royal Adelaide Hospital and to the total 
population and the State. According to this calculation, 
approximately 100,000 people were served by the Royal 
Adelaide Hospital. As, however, the Royal Adelaide Hos- 
pital receives patients from many country centres for the 
diagnosis and treatment of difficult conditions, particularly 
at the Radium Clinic, a safety margin of another 100,000 
was allowed for the calculation. The resulting figure of 
200,000 is therefore rather too high than too low. 

If the figure of 200,000 is used, the following figures per 
100,000 population per year result: incidence of pernicious 
anemia, 9-7 cases; incidence of cancers of the skin, 147 
cases; incidence of cancers of the lip, 26 cases. The figure 
for skin cancer per 100,000 per annum is, if incorrect, 
too low. Numerous patients suffering from skin cancer 
are treated outside the Radium Clinic or by the local 
doctors with excision, diathermy or scraping, or else 
escape notice. One can still see numerous untreated 
patients, particularly in the country. 

The figure of 9-7 cases for pernicious anemia is slightly 
higher than the figure given for England (89 by de 
Langen, 1936). From these figures, it is evident that, in 
spite of the increased solar radiation as compared with 
England, there is no reduction in the incidence of 
pernicious anemia in the population of South Australia. 

With regard to the frequency of cancer of the skin and 
lip, no statistics on the geographical distribution are 
available. However, from the pamphlet of the Faculty of 
Radiologists of England (1942), a definite comparison can 
be made. While from a population of 2,000,000 people in 
England 1,000 fresh cancer patients a year are expected 
for irradiation, at least double that number could be 
expected in South Australia, as indicated by the figures of 
the Radium Clinic. That 100% increase consists entirely 
of skin cancers, making up half the total number of all 
eancer patients at the Radium Clinic. From this it is 
evident that the incidence of skin cancer is greater in 
South Australia than in England. 


Conclusions. 

No eviderice was found in South Australia to confirm the 
hypothesis of Smith and of Appleby that an inverse 
relationship existed between the incidence of pernicious 
anemia and the degree of solar radiation. 

While the incidence of pernicious anemia in South 
Australia corresponds closely to that of England, the 
incidence of skin cancer in South Australia is far greater 
than in the British Isles. That increase is mainly due 
to the greater solar radiation, as the localization of the 
skin cancers on face and hands indicates. 
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Reports of Cases. 


REPORT OF A CASE OF SEPTICAIMIA: 
PENICILLIN. 


CURE BY 


By KENNETH J. MacLeop, M.B., B.S., 
Medical Officer, Repatriation General Hospital, 
Caulfield, Victoria. 


Clinical Record. 


O.L.W., aged twenty-eight years, was admitted to the 
Repatriation General Hospital, Caulfield, on September 11, 
1948. His condition had previously been investigated at a 
naval base hospital because of attacks of pain of right 
renal and urinary tract distribution. X-ray examination 
had revealed right hydronephrosis and a calculus at the 
lower end of the right ureter. A cystoscopic examination 
on September 7 had confirmed this finding, and an attempt 
was made to dislodge the calculus by ureteric catheter. Four 
days later, on September 11, whilst he was in Melbourne on 
leave, he became suddenly ill, and was admitted to the 
Repatriation General Hospital, Caulfield. He stated that he 
had wakened early the same morning with severe headache 
and frequency of micturition. One hour later he felt acute 
pain in the right loin, accompanied by sweating, shivering 
and vomiting. He thought he had “passed something” during 
the attack. 

On his admission to hospital, he looked ill and feverish; 
his tongue was dirty and his breath heavy. The temperature 
was 102°6° F. and the pulse rate 100 per minute, and the 
respirations numbered 28 per minute. The heart and lungs 
appeared normal on clinical examination. Tenderness was 
present in the right loin, and the urine contained albumin 
and numerous pus cells. A plain X-ray film of the right 
side of the urinary tract showed no shadow, and it was 
assumed that the calculus previously recorded had been 
passed. A diagnosis of right pyelonephritis was made, and 
tablets of “M & B 693” were given in large initial doses. 
Vomiting occurred after 20 grammes, and_ thereafter 
“M & B 1760” was administered in tablet form until 70 
grammes of sulphathiazole had been ingested. There was 
no apparent improvement after these drugs. 

The temperature was at first continuously elevated around 
103° F. for some days, and then it began to swing between 
100° F. and 104° F. for the next three weeks; after this 
time the still-swinging curve gradually reached lower supra- 
normal levels. On September 15 pleuritic and pneumonic 
signs were noted at the base of the right lung; these cleared 
after a few days. By September 18 signs of a more extensive 
pneumonia appeared at the base of the left lung, and cleared 
slowly over the next four weeks. Blood sent for culture on 
October 8 yielded a growth of anaerobic streptococci by 
October 13. The patient’s condition had greatly deteriorated 
by this time. There was a continuous heavy cloud of albumin 
in the urine, with numerous pus cells and some red blood 
cells; constant pain and tenderness in the right loin, 
resistance of the right abdominal muscles and palpable 
perinephritic induration were present. The presence of 
streptococci in the blood was confirmed on two subsequent 
occasions. Culture from the urine yielded a few colonies 
of staphylococci in the presence of numerous other 
organisms. 

On October 18, 19 and 20 euflavine (10 cubic centimetres 
of a 2% solution) injected intravenously appeared to benefit 
the patient, and the series of injections was repeated on 
October 28, 29 and 30; but the repetition caused a reaction 
of nausea, vomiting and repulsion towards nourishment. On 
November 5 a gloved finger in the rectum felt a swollen, 
tender left lobe of the prostate, and this was thought to be 
the cause of pain in that region of three days’ duration, 
accompanied by considerable elevation of temperature. This 
condition subsided after five days. On November 19 a blood 
transfusion of 15 ounces raised the red cell count from 
2,800,000 per cubic millimetre (hemoglobin value 55%) to 
3,750,000 (hemoglobin value 65%), and the number of red 
cells did not subsequently fall below that figure; apart from 
this, no clinical change was noted as a result of the 
transfusion. 

In December the patient looked desperately ill; he was 
pale, emaciated and toneless, and had constant skin actions; 
the urine was still loaded with albumin, and contained pus 
visible macroscopically, and blood visible microscopically and 
sometimes macroscopically; the tenderness and induration 
in the right loin persisted. 

At this stage penicillin was made available, and on 
December 13 treatment by this rapidly eliminated drug was 


commenced. The tiny brown-sand-like contents of one 
100,000 unit ampoule were dissolved in twenty cubic centi- 
metres of sterile saline solution and two cubic centimetres 
of this (10,000 units) were injected intramuscularly every 
two hours during the first three days. The continuous 
intravenous drip method was then used to enable the patient 
to sleep while treatment continued. The amount of penicillin 
required for twenty-four hours was dissolved in saline 
solution and placed in a vacuum bottle marked to ensure 
an even flow; 60,000 units were given on each of two days 
by this method. Intramuscular injection was then resumed, 
and 5,000 units were given every two hours. The treatment 
thus given during seven days may be summarized as follows: 


Number of 
Units. 


Method of Administration. 


10,000 units intramuscularly every two 
hours for three days . 

60,000 units given by ‘intra- 
venous tant method each day - two 


360,000 units 


120,000 units 
120,000 units 
600,000 units 


days 
5,000 units” given ‘intramuscularly “every 
two hours for two days .. 


During these seven days no appreciable clinical change 
was noted. The swinging temperature curve reached 104° F. 
on each of three days (probably as a result of phlebitis at 
the three sites of intravenous injection), and the patient 
looked as ill as ever. However, there was a rapid dis- 
appearance from the daily urine specimen of red cells, pus 
and albumin, and no growth of organisms was obtained from 
either blood or urine. The daily white blood cell count fell 
from 25,800 to 12,000 per cubic millimetre, with a _ pre- 
ponderance of polymorphonuclear leucocytes of between 82% 
and 94%. When the penicillin treatment was discontinued 
the patient’s recovery was obvious and rapid, being first 
shown by eagerness for food. The temperature smouldered 
about the normal line for a week or two, then settled down 
permanently. The urine remained clear, there was no pain 
or tenderness in the right loin and the perinephritic mdura- 
tion subsided. The patient was out of bed in a fortnight 
from the cessation of penicillin treatment, and one week 
later was walking about actively and looking well. By 
January 11, 1944, his weight had increased by one and a half 
stone, and general improvement has continued since. 


A CASE OF PERFORATING LEIOMYOSARCOMA OF 
THE DUODENUM ASSOCIATED WITH 
PARTURITION. 


By M. H. L. WILLIAMs, 
Research Scholar, Department of Pathology, Women’s 
Hospital, Melbourne. 


PERFORATING smooth muscle tumours of the duodenum are 
so rare that practically every such observation is reported 
in the medical literature. When, in addition, an unusual 
complication completely obscures the always difficult 
diagnosis, a case record seems amply justified. 


Clinical Record. 


Mrs. I.H., aged thirty years, was admitted to the Women’s 
Hospital thirty-six hours after delivery of a normal, living 
infant. She gave a history of illness for four days before 
delivery, the symptoms being vomiting, backache and fairly 
severe abdominal pain situated in both iliac fosse. At the 
time of delivery her temperature was 99° F. and her pulse 
rate 78 per minute. The baby was born without difficulty, 
but the patient lost a fair amount of blood. Within the next 
thirty-six hours, her temperature rose to 102°8° F. and her 
pulse rate to 144 per minute, and she was transferred to 
the Women’s Hospital with a diagnosis of puerperal sepsis. 
Her only past illness had been anzemia, said to be pernicious 
anemia, for which she had been treated sixteen months 
previously. 

On her admission to the Women’s Hospital, the patient’s 
temperature was 100°2° F. and her pulse rate 132 per minute; 
the systolic blood pressure was 115 millimetres of mercury 
and the diastolic pressure 65. The patient was extremely 
pale, and looked ill and rather anxious. The tongue was dry. 
The heart and lungs were clinically normal. The abdomen 
was distended and rather tense, and generalized soreness 
was elicited on palpation. Apart from the uterus, which 
was not involuted, no mass or viscus was palpable. A pelvic 
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examination revealed extreme tenderness in both fornices, 
but no mass. No abnormality was detected in the urine. 
Blood examination revealed microcytic anzwmia with a hzemo- 
globin value of 20% (2:8 grammes per 109 cubic centimetres) 
and a leucocyte count of 88,000 per cubic millimetre. 

A diagnosis of general peritonitis was made. In view of 
the fact that the symptoms had become apparent some days 
before delivery and that delivery had not been difficult, it 
was concluded that the uterus was probably not the primary 
cause of the peritonitis. 

As the patient was very ill, general treatment including 
blood transfusion was first instituted. Then, as soon as the 
patient's condition had improved enough to allow surgical 
interference, the abdomen was opened; but the patient’s 
condition was still too poor to permit the performance of 
anything further than a rapid drainage of the abdomen, 
which was carried out under local anesthesia. At operation 
about three and a half pints of thin, feculent fluid were 
drawn off, and there was further profuse drainage sub- 
sequently. The patient’s condition did not improve, and she 
died two days later. 


Post-Mortem Examination. 


At post-mortem examination there were the usual findings 
of general peritonitis, but the pelvic organs and appendix 
were quite healthy. Search for a primary focus revealed 
adhesions about the last part of the duodenum, which was 
attached to both the transverse colon and the liver. In 
this region of the gut there were several small perforations 
of its wall. The duodenum was opened, and a large 
fungating, partially necrotic, tumour-like mass was found, 
apparently extending from the muscular layer of the duo- 
dena! wall into its lumen. Ulceration and necrosis of this 
mass had led to perforation and subsequently peritonitis. 
The regional glands appeared normal, and there were no 
other relevant post-mortem findings. 

The tumour itself was approximately four centimetres 
long and three centimetres thick. It was sessile and could 
be seen arising from a circumscribed area in the muscular 
wall of the duodenum. The cut surface, where it was not 
necrotic, was of a greyish colour with a somewhat whorled 
appearance. Microscopic examination of sections from the 
growth showed that it was composed of spindle cells, which 
sometimes extended into short muscle fibres and were 
arranged chiefly in interlacing bundles. Some monster and 
some bizarre-shaped cells were seen. A small amount of 
fibrous stroma was present. The tumour had no true 
capsule, although the tissue about it was at times com- 
pressed, the appearance of a capsule being simulated. 
Invasion of the submucosa and of the surrounding muscular 
tissue was demonstrated. A few mitotic figures were present. 

The pathological diagnosis made was leiomyosarcoma of 
the duodenum with ulceration and perforation followed by 
general peritonitis. 

Comment. 


Smooth muscle tumours of the intestinal tract were the 
subject of a comprehensive review by Golden and Stout a 
few years ago. These authors, after reviewing more than 
1,000 cases gleaned from the literature and from their own 
experience, concluded that leiomyoma of the intestinal tract, 
in general, was a disease of later life (60% of cases occurring 
among persons aged between forty and sixty years) and that 
the commonest site was the stomach. In their series they 
found that 615% of the tumours occurred in the stomach, 
19% in the small intestine, 7% in the rectum, 5% in the 
duodenum, 45% in the retroperitoneal tissues and 3% in 
the colon. Macroscopically, these tumours, which vary 
greatly in size, are sharply demarcated, and the cut surface 
is greyish-pink and often of a “watered-silk” appearance. 
They are relatively avascular, so that regressive changes, 
such as ulceration, necrosis and cyst formation, are frequent, 
and may considerably vary the macroscopic appearances. 

Microscopically, they are seen to consist of spindle cells 
with a framework of connective tissue, arranged in bundles 
which frequently interlace. The degree to which the spindle 
cells resemble smooth muscle fibres varies greatly with the 
rate of growth and the amount of degeneration present in 
the tumour. Monster and bizarre-shaped cells may be found; 
these indicate either regressive changes or atypical growth. 
Often there is a striking tendency for the cell nuclei to be 
aligned in pallisade formation. As a rule, no definite capsule 
is seen microscopically. 

From their series Golden and Stout concluded that in the 
stomach benign lelomyomata are eight times more common 
than malignant leiomyosarcomata, while in the remaining 
part of the intestinal tract the ratio is four to one. The 
presence of two or more mitotic figures per high-power field 
was taken as a definite criterion of malignancy, but the 


presence of relatively few mitoses was no guarantee of 
benignity. 

The tumour found in the case described above is fairly 
typical, both macroscopically and microscopically. Ulcera- 
tion, inflammation and necrosis due to avascularity of the 
growth were well demonstrated. Microscopic examination 
disclosed no pallisading of the cell nuclei; this was about 
the only outstanding dissimilarity between this tumour and 
the usual appearances. The duodenum is one of the less 
common sites, but perforation in this situation is more 
common than in other parts of the alimentary tract. 

Clinically, such a tumour of the duodenum most commonly 
simulates a duodenal ulcer, hematemesis or melena being 
the most frequent sign. No history of any dyspeptic symp- 
toms was obtained in this case; but as the patient was very 
ill when admitted to hospital, details thought not to be 
relevant to the immediate emergency may not have been 
asked for. The previous anemia was possibly due to chronic 
blood loss from an ulcerated surface; but if this was so, it 
is difficult to say why it should have resembled a pernicious 
anezemia. 

The underlying cause of the peritonitis was totally 
unexpected. Had a previous history of dyspepsia been given, 
this, together with the appearance of the fluid taken from 
the abdomen at operation, would probably have led to a 
diagnosis of perforation in the upper part of the intestinal 
tract. The fact that parturition occurred during the illness 
led in the first instance to the obvious diagnosis of p 
sepsis. The correct diagnosis of general peritonitis was made 
later in the illness; but from the history and findings as 
presented the actual underlying cause could not very well 
have been suspected. 
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Reviews. 


STERNAL PUNCTURE. 


At first sight it might be thought that “Sternal Puncture’, 
by A. Piney and J. L. Hamilton-Paterson, would be of 
interest only to the professional hzmatologist; but many 
physicians whose knowledge of the pathology of the bone 
marrow is based solely on inferences drawn from post- 
mortem findings and from changes in the peripheral blood 
will also find much in this book to interest them.’ As the 
authors state in the preface, the appearance of a second 
edition within two years of the first demonstrates ‘the need 
for this book. Although a complete list of references has 
been omitted for reasons of economy, it is apparent that 
the subjects of sternal puncture and of the knowledge that 
has so far been gained by it, are fully and concisely covered; 
and a wide popularity of this book with both hematologists 
and physicians may be predicted. 

Considering the difficulties of publication which must 
obtain in England in wartime, the paper is good, the book 
is well set up and the coloured plates, of which there are 
twelve, are excellent. One printing error is in the percentage 
of macronormoblasts on page 58. Also, the percentages of 
cells in the myelograms on pages 50 and 53 are both less 
than 100. Otherwise there is a pleasing absence of printing 
errors. 

Many hematologists will not agree with the statement 
that of the cells of the granular series it is only the meta- 
myelocytes and their descendants that show changes in 
the bone marrow in pernicious anemia. In patients with 
malignant disease the value of sternal puncture is men- 
tioned. Frequently tumour cells are found in the sternal 
marrow in the absence of clinical or radiographic signs of 
metastases. 

Happily, the authors have carefully refrained from 
entering into long controversial discussions, thus enabling 
them to limit this book to 66 pages. 

1“Sternal Puncture: A Method of Clinical and Cytol 
Investigation”, by A. Piney, M.D., M.R.C.P., and J. L. Hamilton- 
Paterson, M. M.R.C.S., with a foreword by the yo — 
Lord Horder, M.D., F.R.C.P. Second Edition; 1943. 

William Heinemann (Medical Books) Limited. 83a” x 
? = many illustrations, most of which are coloured. 
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All articles submitted for publication in this journal should 
be typed with double or treble spacing. Carbon copies should 
not be sent. Authors are requested to avoid the use of 
abbreviations and not to underline either words or phrases. 

References to articles and books should be carefully 
checked. In a reference the following information should 
be given without abbreviation: Initials of author, surname 
of author, full title of article, name of journal, volume, full 


date (month, day and year), number of the first page of the | 


article. If a reference is made to an abstract of a paper, the 
name of the original journal, together with that of the 
journal in which the abstract has appeared, should be given 
with full date in each instance. 

Authors who are not accustomed to preparing drawings 
or photographic prints for reproduction are invited to seek 
the advice of the Editor. 


THE BREAST FEEDING OF INFANTS. 


Everyone will agree that in ordinary circumstances 
every effort should be made to feed newly born babies 
by the breast. The chief reason that would be advanced 
for this contention by anyone knowing anything about 
the subject is that the mother’s milk is the ideal food for 
infants. In all discussions on the artificial feeding of 
infants percentage compositions of various products are 
quoted, and in each instance an attempt is made to fashion 


the product in such a way that it will approximate human , 


milk as closely as possible. Though discussions of this 
kind are necessary to meet the needs of mothers who for 
one reason or another cannot feed their infants at the 
breast, there are those who deprecate or at least regret 
this necessity. These persons hold—and there may be 
some justification for. their views—that the length and 
intricacies of discussions on artificial feeding and the 
emphasis laid on them present the subject in a false light. 
Artificial feeding may appear to be more important than 
breast feeding. Advertisements for artificial foods tend 
in the same direction. Breast feeding is an easy and 
simple business. That the simple may be despised and 
the more elaborate preferred because of its difficulty is 
recalled by the story of Naaman the Syrian: “If the 
prophet had bid thee do some great thing, wouldest thou 
not have done it? How much rather then, when he saith 
to thee, Wash, and be clean?” But there are, of course, 
many different reasons why women turn aside from breast 
feeding and adopt an artificial method. Medical prac- 
titioners are the apostles of breast feeding, and their 
teaching extends throughout the whole of the period of 
antenatal supervision to culminate in the institution of 
breast feeding after the child is born. The measures on 
which the attendant medical practitioner should insist 
have been described by H. Boyd Graham’ as including 
especially the antenatal treatment of the nipples, the with- 
holding of artificial feeding for four days at least, and 
the instruction of the mother in the correct method of 


1 Transactions of the Australasian Medical Congress (British 
Medical Association), Third Session, Sydney, 1929, page 444. 


holding the baby and of feeding the breasts to him. This 
subject is apt to be taken for granted and is for that 
reason worthy of consideration from time to time. The 
present time is opportune because of the publication of a 
report on the subject by the British Ministry of Health.’ 
The document is presented by the Advisory Committee on 
Mothers and Young Children. This committee consists of 
thirty persons, the majority of whom are women; nine 
hold medical qualifications. The committee was appointed 
by the previous Minister of Health “to advise him on any 
questions he might refer to them affecting the welfare of 
expecting and nursing mothers, and of children under five”. 
A Health Campaign Subcommittee of the Advisory Com- 
mittee was asked in October, 1942, to consider what could 
be done to intensify the effort to secure more breast 
feeding of infants. The subcommittee interviewed experts 
and received information from various bodies and 
individuals “about the factual and scientific bases of 
arguments commonly used to advocate breast feeding’. 
The report of this subcommittee was referred by the 
Minister to the medical members of the Advisory Com- 
mittee; it was finally adopted by the Advisory Committee 
in October, 1943. This somewhat roundabout method of 
preparation, together with the personnel of the Advisory 
Committee, has meant that lay persans have had a share 


in the inquiry and no doubt in the drawing of conclusions. 


In such a matter the views of intelligent non-medical 
persons should be helpful and the final approval of the 
report by the medical members of the committee should 
satisfy those who differ from this view. We do not 
propose to discuss the whole of this report (some of the 
statements refer to conditions in Great Britain and may 
not apply to Australian conditions), but shall refer to 
the more important views that are expressed. 

With the object of examining some of the statements 
that might form the basis of propaganda for breast feeding, 
the committee asked representative pediatricians to state: 
(a) whether they considered that breast feeding was to 
be preferred to artificial feeding with a dried milk food; 
if so, (b) on what actual facts and scientific reasons they 
based their preference; and (c) whether they could from 
their experience give instances of physical defect or dis- 
order resulting from such artificial feeding. In their 
replies the pediatricians seldom paid heed to the request 
for an answer in terms of dried milk; they did not dis- 
tinguish between liquid cow’s milk and dried preparations 
for infant feeding. Somewhat similar questions were. put 
to “psychologists”, who were asked for instances of 
psychological defect or disorder. The replies to both sets 
of questions were “disappointing”. If the committee means 
lay psychologists and not psychiatrists, no surprise need be 
expressed, but the same cannot be said of the pediatricians. 
The “disconcerting impression” was created that many of 
the arguments for breast feeding were based upon “a non- 
critical acceptance of traditional teaching”. Preferences 
in favour of breast feeding were supported by assertions 
rather than by factual and scientific evidence, and no 
personal experience of defects or disorders arising from 
artificial feeding was reported. -From a study of the replies 
and of the literature the committee has drawn up a list 
of the more commonly used arguments and makes 
interesting comments on them. Five general arguments 


1“Report on the Breast Feeding of Infants”: Reports on 
Public Health and Medical Subjects, Number 91, Ministry of 
Health; 1943. London: His Majesty’s Stationery Office. 
94” x 6”, pp. 18. Price: 4d. net. 
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in favour of breast feeding are mentioned. The first is 
that it is cleaner and safer in that it eliminates possible 
external sources of dirt or infection. This argument, it 
will be agreed, should be used more freely. In the second 
place, breast feeding is easier—this is certainly true and 
is “a gqod practical argument”. In the third place, breast 
feeding is cheaper. This the committee thinks is doubt- 
fully true and is an unsound method of appeal. Fourthly, 
breast feeding is Nature’s way. This appeal, we read, 
may be overworked in regard to persuasiveness—a mother 
who finds Nature not succeeding needs convincing argu- 
ments to make her persist in the face.of difficulties. In 
the last place breast milk is the perfect infant food—it is 
a ready-warmed, perfectly balanced food, free from 
dangerous bacteria and has not to be “modified”.- In 
regard to psychological arguments in favour of breast 
feeding the committee is hesitant. There is held to be a 
strengthening of the emotional bond between mother and 
baby and greater contentment if the infant is breast fed. 
Whether this is true from the infant’s point of view can- 
not be determined, but it is undoubtedly true that once a 
mother has suckled her baby she will not want to give it 
up; this has repeatedly been found by those who wish 
to adopt the child of an unmarried mother. The statement 
is made that if a breast-feeding mother fails to recognize 
and encourage individual fluctuations of behaviour in her 
child when feeding, a contest between infant and mother 
may follow which leads to emotional disturbances on both 
sides and possibly to capriciousness and instability in the 
child. The committee thinks that it is the close physical 
association that matters most. In the matter of psycho- 
logical argument the committee is prepared to go no 
further than to accept the view that if a baby is fed 
successfully on the breast, its physical well-being will be 
conducive to sounder psychological well-being. This is a 
commonsense contention at which few will cavil. The 
medical arguments collected in favour of breast feeding 
are ten in number. They may be stated shortly as com- 
prising six which were found to be generally accepted, two 
about which medical opinion was not unanimous, and two 
which, though unsubstantiated and opposed by experts, 
were found to be frequently employed in propaganda and 
in antenatal teaching. The six arguments in the first of 
these three groups are as follow: (i) The chances of 
survival of premature infants are doubled if they are 
breast fed. (ii) The risk of death after operations for 
congenital malformations is less in breast-fed babies. 
(iii) Scurvy is practically unknown among breast-fed 
babies. (iv) Breast-fed babies are less liable to digestive 
upsets. (v) The general nutrition of breast-fed babies is 
more satisfactory. (vi) Gastro-intestinal, respiratory and 
other infections are very much less frequent during the 
first year in breast-fed babies. In the opinion of the 
committee the last of these is the strongest of all medical 
arguments; investigations illustrative of its truth are 
quoted. The two arguments in the second group (about 
which medical opinion was not unanimous) are: (i) 
Anemia due to lack of iron is less common in breast-fed 
babies. (ii) Rickets is less commonly found in breast-fed 
babies. The two arguments in the third or rejected group 
are: (i) The breast-fed child will have a broader mouth, 
better spaced teeth and less nasal obstruction than the 
bottle-fed child, and will not have a highly arched gothic 
palate. (ii) Subinvolution of the uterus is less likely 


sequently the mother “gets back her figure” more quickly. 
The validity of the arguments that have been stated is 
of the utmost importance when the question of propa- 
ganda is raised. In this regard there will be some 
difference of opinion. The committee issuing this report 
would welcome radio talks on breast feeding, the publica- 
tion of suitable articles in journals devoted to women’s 
interests and possibly the making of a film for non- 
theatrical distribution. While there is something to be 
said for each of these methods of public education, the 
conclusion is inevitable that the agents most likely to 
meet with much success are the members of the medical 
and nursing professions. It is to the teaching of these 
groups that attention must chiefly be directed. 

In regard to the actual carrying out of breast feeding 
the committee makes some interesting and debatable sug- 
gestions. Its members think that in many hospitals the 
routine of infant feeding is over-mechanized—breast 
feeding tends to become regimented, over-scientific and 
unnatural. A vivid picture is painted of the insistence on 
routine—babies are brought in to be fed and then taken 
away; they are weighed before feeds and after feeds, and 
are given supplementary feeds if they have taken less 
than the standard amounts; there may be four or five 
persons around the bed during the feed, and there is no 
privacy, no chance for the mether to get used to the baby 
before she feeds him, no chance for the baby to learn to 
suck strongly simply because he is hungry. There is 
something to be said for and something to be said against 
the suggestions: that there should be more elasticity of 
hospital practice in order to allow mother and baby to 
become accustomed to one another; that there should be 
a less facile acceptance of the need for test weighing; 
that it should be recognized that a baby, like a grown-up 
person, may not always be anxious for food, or for the 
same amount of food; that there should be a realization 
that supplementary feeding is often unnecessary and is 
potentially dangerous and should be adopted only in special 
cases after careful consideration of the individual circum- 
stances. Though there comes to mind the precept of a 
well-known Australian teacher of medicine that babies 
should be filled up when they were hungry and if they 
were given too much they would spill it back, it has to 
be recognized that the great improvement that has taken 
place in infant welfare in recent years is largely the 
result of routine feeding instilled into mothers at hospitals, 
at baby health centres and in their own homes. 
Unfortunately all mothers are not over-blessed with intel- 
ligence, and unless they have a set routine to follow they 
become lost. While therefore the views of this committee 
may be suitable for dissemination among the more intel- 
ligent members of the community, they should, we believe, 
be withheld from the majority as being potentially 
dangerous. It would be interesting to discover, were it 
possible to do so, what proportion of children in the 
homes of doctors have been fed on the lines of a strict 
routine. “Elasticity” may well be practised at present in 
selected cases, and in the fullness of time when knowledge 
and understanding increase, the selected cases may grow 
in number, but for the present the adoption of a strict 
routine until the mother learns what breast feeding means 
must be taught. As knowledge and understanding have 
been mentioned, another idea of the committee must be 
quoted only to be condemned. We are told that 


to occur in mothers who breast feed their babies; con- | pediatricians or other medical officers especially interested 
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in babies should be appointed to maternity wards or hos- 
pitals with full authority over the care of babies, both 
normal and abnormal. in this country at least the 
knowledge and understanding of medical practitioners in 
regard to infant feeding make such a practice unnecessary. 
If a practitioner is not sufficiently skilled to supervise the 
feeding of babies, he has no business to be engaged in 


general practice. 


Current Comment. 


FRACTURE OF THE SHAFT OF THE FEMUR. 


ALL medical men who have to undertake the treatment 
of patients suffering from fracture of the shaft of the 
femur will be interested in an article that has recently 
been published by John Charnley, a major in the Royal 
Army Medical Corps, who is surgeon at an orthopedic 
centre in the Middle East... He begins by stating three 
requirements in the reduction and fixation of this fracture. 
These are: (a) the correction of shortening, (b) the 
correction of angulation and lateral displacement, (c) 
immobilization of the reduced fracture. In any sound 
method of treating this fracture the forces of traction and 
local fixation must, he states, be used synergically, so 
that each spares the other. To this may be added another 
requirement, that the combined forces must not be applied 
with greater vigour than is necessary to attain the desired 
objective. 

Charnley discusses the subject under three main 
headings: correction of shortening, correction of 
deformity and immobilization. Shortening is corrected by 
traction together with equal and opposite countertraction 
to the muscles cf the thigh. Traction may be either 
sliding or fixed. Sliding traction is used with the knee 
flexed and is produced by weights and pulleys. Fixed 
traction on the other hand is produced with a straight 
Thomas splint used as Thomas intended it to be used. In 
sliding traction the limb is cradled in a bent Thomas splint 
used as a Hodgen splint and suspended from a Balkan 
frame; it may also, as Charnley states, be slung by the 
Hamilton Russell method or placed on a Braun splint. 
The essential factor in sliding traction is that “the tension 
in the apparatus is governed by the amount of the weights, 
and thus does not necessarily agree with the demands of 
the muscles at any particular moment”. The surgeon has 
to judge how much weight should be used and for how 
long. In fixed traction the tension in the system at any 
particular moment is “governed by the demands of the 
muscle, because it is produced by the muscles and not by 
the surgeon”. In regard to sliding traction, Charnley 
makes two statements that may be questioned. He holds 
that “when first applied the weight has to be in excess of 
the spasm which its application evokes”. The meaning is 
not clear. When the weight is first applied it has to be in 
excess of the spasm which follows the fracture—the con- 
traction by which the bones are made to overlap has to 
be overcome. Perhaps this is what is meant. The second 
statement to be questioned has to do with the use of the 
tape measure. Charnley points out quite rightly that the 
indication for the reduction of weight applied for purposes 
of traction is given by the tape measure or by the X rays. 
He adds, however, that when the knee is flexed to 45° the 
tape measure is useless. Many surgeons will not agree 
with this, for they hold that satisfactory measurements 
can be made from the anterior superior iliac spine to the 
joint level or the edge of the patella, and the measurement 
can be compared with a measurement taken from the other 
limb when it has been in a position identical with that ef 
the first limb. Some surgeons have had more satisfactory 
results with an indicator sliding on a calibrated bar. 

Charnley issues a useful warning about overdistraction. 
He points out that it is impossible to lay down a graduated 


‘The Lancet, February 19, 1944. 


scale for guidance in the use of weight traction, and that 
some fractures, particularly those caused in battle, can be 
overdistracted even on simple skin traction. He also draws 
attention to the differences in traction that may be required 
by two closed fractures which appear to be identical. One 
may resist traction of ‘twenty-five pounds, while the other 
may be much overdistracted by this amount. The explana- 
tion is that the difference depends on the conditions inside 
the closed fascial envelope of the thigh. The fascia lata 
is an inelastic capsule extending from the pelvis above 
to the coverings of the knee joint below. The bulk and 
compressibility of the contents of the capsule will therefore 
have a bearing on the degree of extension which any given 
weight will produce. A closed fracture of the femur may 
quite easily be accompanied by a considerable amount of 
hemorrhage, and in these circumstances no ordinary trac- 
tion can secure full length until the blood has been dis- 
seminated throughout the thigh. It is Charnley’s custom 
to exert traction through the knee joint, and he is at some 
pains to show that even violent traction applied in this 
way for the first two weeks of treatment is unlikely to 
cause any damage to the joint. Many experts adopt this 
method and have success, but bad results are sometimes 
seen, for example, tunnels produced in the tibia by the 
pin, the resulting sinus being difficult to heal. These bad 
results may be due to the man and not the method. The 
same kind of statement can, of course, be made about the 
use of Schmerz hooks in the lower end of the femur. 


One of the chief features of Charnley’s work is his 
preference for fixed traction. He holds that the only 
absolute indication for the use of sliding traction is a 
closed transverse fracture with a swollen thigh. In regard 
to fixed traction he points out that counter traction by 
the ring of the splint is usually criticized on the grounds 
that: (a) the skin over the tuber ischii cannot be expected 
to survive the necessary pressure; (b) the ring of the 
splint is usually too large and bears on the perineum, 
which therefore reduces fixed traction to a misnomer. He 
holds that all these objections are justified when very 
powerful traction is used. Most fractured femurs in his 
opinion do not require powerful traction, and those which 
do are more logically treated for an initial week or two 
on weight traction (sliding traction). The objections are 
not justified when moderate traction is used, and the 
average limb, on recovering its muscle tone after the 
relaxation of the anezsthetic, does not generate a violent 
traction force. In support of this view, Charnley insists 
that the commonest source of failure with fixed traction 
is the attempt to secure day-by-day reduction without 
anesthesia. “The unpopularity of fixed traction in many 
quarters is due te its association with skin traction in 
the hands of an unskilled ward staff.” Charnley describes 
in detail his method of using fixed traction and illustrates 
his remarks with useful diagrams. His remarks on 
posterior bowing are of interest, and his use of a pad as 
a fulcrum with the straight Thomas splint in what he 
calls the synergic use of gravity, should be specially men- 
tioned. They cannot be described in full owing to questions 
of space. His remarks on flexion of the upper fragment 
cannot be passed over. In the illustrations dealing with 
this question the problem appears to be oversimplified 
because of the square ended fracture lines adjusted end 
to end. Any surgeon who has been used to obtaining his 
results by abducting both limbs and securing flexion of 
the hip joints, will not be attracted by the views pre 
sented in this section. 

Sufficient explanation of Charnley’s views has been pro- 
vided to show that he has given a great deal of care 
and thought to his subject. Anyone reading his paper will 
readily believe that the results obtained by him may be 
better than the average. Surgeons who deal with fractures 
should study this article. No surgeon should be 


irretrievably wedded to any one method of treating frac- 
tures of the femoral shaft. The work is always difficult 
and each fracture presents its own peculiar problems. The 
results of any worker will be uneven, and this should 
always provide a stimulus to the study of the methods 
of working adopted by others and of the opinions on 
which they are based. 
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Abstracts from Medical 
Aiterature, 


PASDIATRICS. 


Clinical Modification of Whooping 
Cough after the Use of Alum- 
Precipitated Diphtheria 
Toxoid. 


Jorce Munoz TURNBULL AND GsRADO 
VareLa (Journal of Pediatrics, January, 
1944) have made an experimental and 
clinical study of whooping cough 
which was suggested after a casual 
observation of the lessening in the 
duration, number of attacks, and in- 
tensity of whooping cough in a family 
whose children were being immunized 
against diphtheria. They have 
observed the utility of the diphtheria 
toxoid precipitated in alum combined 
with pertussis vaccine. It has pro- 
tected rabbits against necrotic lesions 
when they are injected intracutaneously 
with live Bacillus pertussis. Rabbits 
to which a combination of pertussis 
vaccine and diphtheria toxoid pre- 
cipitated in alum was given were 
better protected than rabbits to which 
pertussis vaccine alone was given and 
rabbits injected with diphtheria toxoid. 
The clinical study of fifty-four children 
with whooping cough injected with 
diphtheria toxoid precipitated in alum 
showed that thirty-seven improved 
within two weeks after the beginning 
of the spasmodic cough and eleven 
after three weeks, while in six 
children no improvement was noted. 
There were no fatalities or complica- 
tions. The authors do not claim a 
cure for the disease, but only a 
diminution in the number of spasmodic 
attacks and their intensity. 


Advances in the Chemotherapy of 
Influenzal Meningitis. 


Marton L. BiumMBeRG, ELK TANNEN- 
BAUM AND Morris GieicH (Journal of 
Pediatrics, February, 1944) point out 
that influenzal meningitis, which 
occurs mainly in early childhood, 
formerly had a mortality rate of from 
95% to.100%. The intrathecal and 
intravenous use of specific antiserum 
reduced the mortality rate only to 72%. 
Furthermore, sulphanilamide, even 
when combined with specific antiserum, 
made but little difference in the death 
rate. Then from 1939 to 1942 very 
encouraging results were achieved 
with sulphapyridine together with 
serum by Neal and his co-workers, and 
by others. Hamilton and Neff and 
McLean, Woods and Henderson re- 
ported single cases of influenzal menin- 
gitis in which the patients were cured 
with sulphapyridine alone given orally 
in large doses. Most investigators still 
combine serum therapy with chemo- 
therapy in the treatment of the disease. 
The authors state that there have been 
eleven patients with proved influenzal 
meningitis at the Harlem Hospital in 
the past seven and a half years 
(January, 1936, to June, 1943). A 
review and analysis of these cases are 
presented to show the progress made 
in the chemotherapy of this disease. 
All patients were children whose ages 
ranged from ten months to four and 
a half years; they were all treated 
with sulphonamides, and six patients 
received influenzal antiserum injected 


intrathecally, intravenously, or by both 
routes. The first six of the series of 
eleven died, while the rest were cured 
and showed no complications. The last 
three patients were treated by the 
routine method established at the 
Harlem Hospital for meningitis cases 
in children. As soon as the diagnosis 
was confirmed by spinal tap, a con- 
tinuous infusion of 5% glucose in 
physiological saline solution was started. 
A total daily dose of one and a half grains 
of sodium sulphadiazine per pound of 
body weight was given as a 5% aqueous 
solution in divided doses every four 
hours, following four hours after the 
initial dose which was half of the total 
daily dose. Intravenous therapy was 
continued until definite improvement 
was noted and then the drug was given 
orally in the same dose of sulpha- 
diazine. After from ten to fourteen 
days of therapy the dosage was reduced 
and then the drug was discontinued. In 
one case the child failed to respond 
appreciably after forty-eight hours, so 
chemotherapy was supplemented with 
Hemophilus influenze type B rabbit 
serum (50 milligrammes in 200 cubic 
centimetres of normal saline solution 
given intravenously). While the series 
of cases is small, the results indicate 
that influenzal meningitis can be cured 
with chemotherapy and serum or with 
chemotherapy alone. Furthermore, 
sulphadiazine is very effective, if not 
the most effective drug, for the treat- 
ment of this disease. 


Recurrent and Chronic Diarrhecea in 
Infancy and Childhood. 


JosepH H. LaPIn (American Journal 
of Diseases of Children, February, 1944) 
states that the multiplicity of theories 
regarding the causes of recurrent and 
chronic diarrhea in infancy and child- 
hood reflected the poor understanding 
of the subject until Andersen, by 
differentiation of cystic fibrosis of the 
pancreas from the other syndromes 
given the name of celiac disease, 
stimulated attempts at reclassification. 
The study of recurrent and chronic 
diarrhea in infancy and childhood is 
beset with many difficulties, since 
diarrhea is so common a symptom in 
this age group. The author first dis- 
cusses diarrhcea due to overfeeding and 
grossly improper feeding, parenteral 
diarrhea, infectious and toxic diarrhea, 
and mechanical diarrhea. When the 
aforementioned types have been 
eliminated, the clinician is confronted 
with a large group of cases in which 
either chronic diarrhea over months or 
frequent episodes of diarrhea have 
occurred and have been neglected. 
Mothers and even medical practitioners 
are all too prone to be satisfied with 
the explanation that the “baby has 
diarrhea with every tooth”, and many 
medical attendants are still inclined to 
restrict the use of the word diarrhea 
to frequent watery stools and to neglect 
to question the mothers about the con- 
sistency, oiliness and daily volume of 
stools. Fanconi and Morse years ago 
noted the different types of stools 
found in chronic diarrhea, but 
quantitative examination of the stools 
and correlation of the types of stool 
with the different “syndromes of 
chronic diarrhea were not attempted. 
Close questioning of the mothers and 
frequent gross examinations of the 
stools, together with chemical tests for 
fat and microscopic examinations for 
undigested starch wherever the diag- 


| nosis is questionable, will bring to light 


numerous cases of “metabolic” diar- 
rhea. This type of diarrhea is not 
necessarily persistent; it may be 
episodic, as in attacks precipitated by 
infections of the upper respiratory 
tract, by gross overfeeding with starch, 
or by intolerance to starch. The stools 
are rarely watery: much more com- 
monly they are mushy, of oatmeal 
consistency, foul smelling and bulky. 
They are often normal in _ texture, 
though pale, and the increased bulk 
may not be apparent on examination 
of a single specimen. The important 
factor in arousing suspicion is the 
twenty-four hour volume of _ stool: 
repeated questioning often elicits the 
fact that the baby seems “to pass as 
much as he eats”. The author then 
gives case histories of the different 
types of “metabolic” diarrhea or the 
celiac syndrome, for example, cystic 
fibrosis of the pancreas (onset at birth), 
intolerance to starch (onset at the age 
of three to twelve months), infantile 
steatorrheea (onset at the age of one to 
eight months), “cceeliac disease’, steator- 
rhea (onset at the age of ten to sixty 
months), and “allergic celiac’ syn- 
drome. 


The Use of Single Massive Doses of 
Vitamin D in the Prevention of 
Rickets. 


I. J. anp N. J. Paterson 
(Journal of Pediatrics, February, 1944) 
report further observation on the use 
of single massive doses of vitamin D 
in the prevention of rickets in infants. 
The vitamin was administered in the 
following manner: 650,000 units of 
vitamin D at the age of one month, 
50,000 units at the age of two months, 
and then 600,000 units at about three 
months of age. The 50,000 units were 
administered in the form of electrically 
activated vitamin D suspended in corn 
oil, so that twelve drops contained the 
prescribed amount of vitamin D. This 
was added directly to one bottle of the 
infant’s formula and the mother was 
instructed to give the full amount. The 
oil was well tolerated and no regurgita- 
tion was encountered. At or just prior 
to the third month the infant was 
started on a precooked cereal, and 
usually in about a week he was taking 
a sufficient amount in which to mix the 
electrically activated ergosterol, avail- 
able in power form (ertron). Each 
capsule of this preparation contained 
50,000 units of vitamin D. The mother 
was given twelve capsules (600,000 
units) with printed as well as oral 
instructions for its administration. She 
was told to empty the contents of six 
of the capsules and mix them with a 
tablespoonful of precooked cereal. The 
warm formula was added, the mixture 
stirred, and fed to the baby. The second 
six capsules were similarly adminis- 
tered on the following morning. Pre- 
cooked cereal is well suited for the 
administration of this preparation of 
activated ergosterol. Fifty infants 
were included in the study. They were 
examined clinically for rickets once a 
month. An X-ray film of the right 
wrist was taken at the third month 
prior to the administration of the 
600,000 units of vitamin D and again 
at the conclusion of the follow-up of 
each infant. An attempt was made to 
accept only those babies who had had 
no previous form of vitamin D, but 
this was not entirely possible due to 
the widespread use of irradiated 
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evaporated milk. About one-half of 
the infants followed were on irradiated 
milk for a period of from one to four 
weeks at the time the study was 
started. Thereafter the infants re- 
mained on a vitamin D free milk, and 
no egg yolk was given until the study 
was concluded in each instance. New 
foods were introduced into the study as 
follows: precooked cereals about the 
third month; banana and strained 
vegetables at the fourth month; soups 
and stewed fruits about the fifth 
month; puddings about the eighth 
month. No vitamin A was given, except 
that available in natural form in the 
milk. Owing to war conditions it was 
possible to follow only twenty-one out 
of the fifty infants originally included 
in the study. Two of these infants 
showed slight rhachitic changes at the 
ulnar metaphysis on X-ray examina- 
tion one month after a second dose of 
50,000 units of vitamin D. At this 
point 600,000 units of vitamin D were 
administered, and in each case the 
rhachitic process was found to be 
healed four months and five days later. 
The remaining nineteen infants showed 
no rickets on the first X-ray examina- 
tion and remained protected on the 
dosage outlined for a total observation 
period of from four to nine months. 
The dosages were in all instances well 
tolerated. Although it has been shown 
that 600,000 units of vitamin D may be 
given safely to very young or even 
to premature infants, the method of 
dosage followed in this work precludes 
even the slightest possibility of vitamin 
D overdosage. 


ORTHOPAEDIC SURGERY. 


Lesions of the Intervertebral 
Disks. 


A. OPPENHEIMER (The New England 
Journal of Medicine, January 27, 1944) 
discusses the pathology, clinical mani- 
festations and treatment of lesions of 
the intervertebral disks. Such lesions 
are about twice as common as is duo- 
denal ulcer. The vertebral column of 
man is essentially similar to that of 
many quadrupeds, so that a system of 
bones and joints not designed for the 
Purpose has to sustain the whole 
impact of the upright posture and 
locomotion. In the majority of adults 
the disk cartilages are the weakest 
parts of the spine; wear and tear cause 
numerous minimal injuries to the 
disks, from which they rarely recover 
completely, and the cartilage undergoes 
degeneration with increase of fibrous 
tissue. The result is loss of turgor and 
volume of the disk. A single severe 
trauma, or disease of adjacent 
vertebrm, may produce the same effect. 
Flattening of the disks leads to nar- 
rowing of the corresponding inter- 
vertebral spaces, displacement of 
articular processes, narrowing of the 
neural foramen and abnormal contact 
between vertebral bodies. The clinical 
manifestations depend chiefly on these 
secondary alterations. Narrowing of 
the neural foramen may cause radicular 
neuritis if the corresponding nerve 
root is compressed. Pain in the back 
and limitation of vertebral movements 
are less frequent. The relative in- 
frequency of symptoms felt in the spine 
itself is perhaps due to the fact that 
the disk is devoid of nerves, and so 


does not cause pain when diseased. 
The most sensitive parts in the 
neighbourhood are the nerve roots and 
the apophyseal joints. Arthritis of 
these joints develops in about 20% of 
cases and produces pain in the back 
with limitation of vertebral motion. 
However, in most cases disk lesions 
cause symptoms felt in the limbs, with- 
out symptoms felt in the back or neck. 
The signs and symptoms of radicular 
neuritis may be indistinguishable from 
those of myalgia, peripheral arthritis, 
bursitis and pain referred from diseased 
viscera. Treatment may be surgical or 
conservative. Conservative treatment 
yields satisfactory results in about 75% 
of cases. 


Carpectomy for Intractable Flexion 
Deformities of the Wrist. 


J. W. Wuire S. G. Srupsins (The 
Journal of Bone and Joint Surgery, 
January, 1944) have in twelve cases 
removed the carpus for severe flexion 
deformities of the wrist. The operation 
has been devised primarily as a prac- 
tical method of lengthening the flexor 
tendons and shortened capsular struc- 
tures when dorsiflexion cannot be 
obtained by more conservative treat- 
ment. In the authors’ cases the less 
involved dorsifiexors of the wrists 
have accommodated themselves to the 
shortened condition of the forearm, and 
if not too much damaged, have regained 
a properly functioning tone. The 
authors point out that wrists affected 
by intractable flexion deformities are 
awkward, and complicate the acts of 
dressing and of putting the hand in the 
pocket, which is desirable if only to get 
the disabled extremity out of the way. 
Although after carpectomy the final arc 
of motion is seriously limited, the joint 
is painless for any activity for which 
such a deformed member would be 
employed, and it is sufficiently stable 
for relatively strenuous use (either 
pushing or pulling) with the usually 
flexed, hook-like fingers. A number of 
case reports are included, and the 
technique is described. 


Metal Blocks in the Operative 
Correction of Genu Recurvatum. 


R. SUTHERLAND AND M. J. Rowe (The 
Journal of Bone and Joint Surgery, 
January, 1944) present a preliminary 
report on the use of :netal blocks in 
the treatment of genu recurvatum to 
remedy bone deficiencies. The surgical 
treatment of paralytic genu recurvatum 
has hitherto fallen into two groups: 
(i) soft-tissue or check-ligament opera- 
tions; (ii) bone operations, including 
those based on the bone-block principle. 
Disadvantages of the first group have 
included the tendency to late relaxation, 
with partial loss of correction. In the 
second group, certain variable factors 
enter the picture; bone grafts may be 
compressed on weight-bearing, with 
partial return of the deformity; if over- 
correction is attempted, it is possible 
that compression will not be sufficient 
to allow complete extension and con- 
sequent stability of the knee. The 
authors decided to use metal. The pro- 
cedure of tibial epiphysiotomy for genu 
recurvatum was modified by the use of 
metal block wedges in place of cortical 
bone grafts, and the surgical technique 
was further simplified by reflection of 
the patellar tendon and its attachment 
to the tibial tubercle. The tubercle was 
later replaced and fixed with a metal 
nail. This approach was found to be 


superior to either the parapatellar or 
the gsplit-patellar approach. The 
authors report that early function is 
possible after the operation. The 
anterior inclination of the superior 
articular surface of the tibia must be 
corrected to relieve the deformity of 
genu recurvatum and to give adequate 
knee function. The authors believe 
that metal blocks may be used with 
advantage in .reconstructive surgical 
procedures to remedy bone defects. 


Lesions of the Musculo-Tendinous 
Cuff of the Shoulder. 


H. I. McLaveuurn (The Journal of 
Bone and Joint Surgery, January, 1944) 
holds that the commonly used 
approaches to the shoulder joint region, 
in the treatment of a tear with 
retraction of the intrinsic musculo- 
tendinous cuff, are generally accom- 
panied by one or more of the following 
handicaps: (i) inadequate exposure due 
to obstruction by an intact acromion 
process, (ii) a poor cosmetic result due 
to spreading of a vertical scar, (iii) 
paralysis and wasting in the anterior 
portion of the deltoid, due to operative 
interference with axillary nerve 
branches. He presents a series of 
cases in which he has used the 
transacromial approach. He states that 
this approach is dry, easy, and 
especially useful for surgical procedures 
involving the cuff, capsule, humeral 
head, long biceps tendon and intra- 
articular cavity of the shoulder. It is 
of distinct benefit to excise and dis- 
card the outer fragment of the divided 
acromion process at the close of the 
operative procedure. Retracted tears 
of the muSculo-tendinous cuff can be 
repaired by the technique which he 
describes, so that uniformly good 
results are obtained, regardless of the 
duration, size, shape and amount of 
the retracted tear. The author holds 
that massive avulsion of the cuff, per 
se, does not warrant fusion of the 
shoulder. The post-operative care of 
the patient after any cuff repair opera- 
tion should remain under the control 
and close supervision of the surgeon 
who performed the operation. Physical 
therapy is useful after operation when 
it is employed to help the patient pro- 
gress in active exercises; but it appears 
to do more harm than good if the 
patient believes that it is taking an 
active part in his rehabilitation. In 
these circumstances progress is almost 
always “in reverse”. 


Capsulectomy for Flexion Con- 
tractures of the Elbow. 


P. D, Witson (The Journal of Bone 
and Joint Surgery, January, 1944) has 
found that limitation of extension of 
the elbow is a common sequel of frac- 
tures in that region; pathological 
changes brought about by such frac- 
tures may result in shortening and loss 
of extensibility of the anterior capsular 
ligament. In five cases of flexion 
contracture of the elbow following 
supracondylar fractures, the author has 
improved the patients’ condition by 
excision of the contracted and fibrosed 
portion of the anterior capsule. A 
contracted fibrotic capsule may play a 
role in the limitation of motion in 
other types of fracture. Two cases are 
reported to show that improvement of 
function may be obtained by operations 
designed to free the contracted portions 
of the capsular ligament posteriorly 
and laterally as well as anteriorly. 
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Public Health. 


ENDEMIC TYPHUS. 


Tue following statement has been received for publication 
from the Chairman of the National Health and Medical 
Research Council. 

During 1943 notifications of endemic typhus for the whole 
Commonwealth numbered 174, the highest annual figure yet 
recorded. Of these cases, 124 were reported from metro- 
politan areas—ll in Sydney, one in Melbourne, 11 in 
Brisbane, one in Adelaide, 100 in Perth. In the first four 
months of 1944 (January-April), 95 cases have been notified 
in the whole Commonwealth. Of these, 75 have been reported 
from metropolitan areas—10 in Sydney, 17 in Brisbane, 3 in 
Adelaide and 45 in Perth. Cases have been widely scattered 
through city and suburban areas. 

There has therefore been both an absolute and a relative 
increase of cases reported from these metropolitan areas. 
On epidemiological grounds transmission of infection in 
Australia of urban or “shop typhus” is accepted as from the 
rat by the rat flea. There has been an increasing prevalence 
of rats in almost all city areas, and wartime conditions have 
made it exceedingly difficult for responsible authorities to 
maintain the rat control measures normally considered 


necessary. 

The National Health and Medical Research Council at its 
recent session on May 25 to 26, 1944, referred to these 
difficulties and to the evidence of this increasing incidence 
of endemic typhus and of the increased risk of an importa- 
tion and spread of plague. Steps are being taken to further 
the release of men and materials necessary for more effective 
rat prevention work, the importance of which was recognized 
and stressed by the conference of Commonwealth and State 
Ministers for Health which met at Canberra in December 
last. 

At the meeting of the National Health and Medical 
Research Council it was further proposed that action should 
be taken to inform the medical profession of the position, 
and to request practitioners to consider the possibilities 
-of meeting cases of endemic typhus in their practices, 
obtaining serological aids to diagnosis in possible cases. 
Where State or municipal health authorities have initiated 
epidemiological inquiries, the cooperation of practitioners is 
asked, even in these difficult times, in order that clinical and 
environmental records may be obtained in a public health 
problem of current importance. 

With regard to diagnosis, there is no better clinical 
description than that recorded by F. S. Hone in his original 
report of Australian cases in this journal of January 7, 
1922, page 1. Confusion is most likely with typhoid, but 
the onset in endemic typhus is more acute. Headache is 
severe and persistent. Fever after the first three days is 
usually continuous, but may show remissions, and falls by 
rapid lysis after fourteen days. The rash appears about 
the fifth to seventh day, is of maculo-papular type, more 
extensive than in typhoid over trunk and limbs, but does 
not involve the hands or usually the face. It fades before 
the temperature falls, but often lasts only two days and may 
be transient and faint. The spleen is not palpable. The 
Weil-Felix test gives a positive reaction in the second week, 
not earlier. 


ai 


Che Ropal Australasian College 
of Surgeons. 


MEETING IN MELBOURNE. 


A MEETING of the Royal Australasian College of Surgeons 
was held at the College, Spring Street, Melbourne, on May 26, 
1944, Sm ALAN NewTon, the President, in the chair. 


Approval of Candidates. 
The following candidates were approved by the Board of 
Censors after examination: James Grayton Brown, Ajifred 
Murray Clarke, Arthur Ormond Green, John Isaac Hayward. 


President’s Address. 
Sir Alan Newton said that it was customary for the 
President, at meetings at which the Syme Oration was 
delivered, to give a brief address dealing with some aspect 


of the activities of the College. Owing to conditions imposed 
by the outbreak of war, five years had elapsed since the 
last oration was given by Sir Alfred Webb Johnson, now 
President of the Royal College of Surgeons of England, and 
it seemed appropriate to refer to some of the actions taken 
by the College during this time to help the national effort. 

One of the first of these had been the provision of accom- 
modation in the College building, rent free, for the Central 
Administration of the Australian Red Cross Society. The 
Council felt that it was a privilege to be able to help the society 
in this way and desired him, now that the society was about 
to move to its new headquarters, to thank it for the care 
it had taken of the building. The joint occupancy had been 
most harmonious. The Council and Fellows of the College 
were more than repaid for their action in making this space 
available by the gracious and generous acknowledgement 
made by Her Excellency the Lady Gowrie in a farewell 
address to the Red Cross Society in the College Hall a few 
days previously. The space vacated by the society would be 
used to provide for a much-needed expansion of the library. 

Another notable action had been taken in September, 
1939, when the College, in conjunction with the Royal 
Australasian College of Physicians, inaugurated a plan to 
supplement the income of consultants and specialists who 
gave up their practices in order to join the Navy, Army or 
Air Force. As a result of the voluntary payment of levies 
made upon an agreed scale, the claims of all beneficiaries 
on service had been met in the past and would be met in 
the future. It could justly be claimed that this achievement 
did honour to all those who took part in it. In addition the 
College had made grants from its own funds for the purpose 
of financing research work upon problems of interest to the 
medical services of the fighting forces. 

The library of the College, since the outbreak of war, had 
been made available to all members of the profession and 
had been used extensively by serving officers. Photostat copies 
of articles, reprints and translations had been supplied in large 
numbers to men serving in the field and in base hospitals, 
both of Australia’s own forces and of those of her allies. Every 
effort had been made to keep them fully informed of recent 
advances in surgical knowledge, and it was of interest to 
note, in this connexion, that arrangements had been made 
to receive tables of contents of recently published German 
journals, so that photostat copies could be obtained of seleeted 
articles. Articles were also abstracted from the Russian 
journal Khirurgiya, which was received in exchange for the 
College journal. In addition, numerous valuable contribu- 
tions to knowledge of war surgery, written by Fellows of 
the College, had appeared in The Australian and New 
Zealand Journal of Surgery. All this illustrated the well- 
known fact that surgery knew no national boundaries. 

These were some of the more important steps which had 
been taken by the College during the last four years. It 
would be apparent that, in addition to the magnificent 
surgical service which had been given by very many 
individual Fellows, the College itself, as a corporate body, 
had made an important contribution to the war effort. 

Sir Alan Newton went on to say that he had to mention 
one additional action which was of value to Australia for 
all time. This was the purchase by the College of the late 
Dr. Cowlishaw’s library of old medical books. This was 
undoubtedly the finest collection in the Southern Hemis- 
phere and one of the best private collections of its kind in 
the world. It was a matter for congratulation that this 
magnificent library of more than 3,000 books, which was the 
result of a lifetime’s work by Dr. Cowlishaw, would remain 
forever in the country. The historical section of the Gordon 
Craig Library had also been enriched by old books given to 
it by the Royal College of Surgeons of England, which had 
done so much to help the younger college. 

Sir Alan Newton then turned to the task which lay before 
the College in the future, particularly in the years 
immediately following the end of the war. The chief 
problem during this time would be that of the post-graduate 
education of men who wished to become specialists in 
surgery and whose training in this direction had been inter- 
rupted by military service. The main purpose of the College 
was to arrange for adequate post-graduate in 
surgery, and it had informed the Commonwealth Govern- 
ment that it was prepared to undertake this activity in 
Australia in order to meet the needs of those men now on 
service who desired to undergo this training in surgery and 
the allied specialties. It was in a peculiarly advantageous 
position to do this work for many reasons. Not the least 
of these was the fact that the income from that part of the 
Gordon Craig Endowment Fund which was set aside before 
the war to give financial assistance to young men under- 
going a higher surgical training, had been accumulating 
during the past five years and now amounted to a sub- 


592 
— 
— 
| 


24, 1944. 


THE MEDICAL JOURNAL OF AUSTRALIA. 593 


stantial sum. A conference was to be held at an early date 
with representatives of the Council of the Royal Australasian 
College of Physicians in order to explore the possibility of 
close collaboration between the two colleges in this work. 

Sir Alan Newton emphasized the fact that, in so far as 
the College was concerned, its activities would be confined 
to those men who wished to undergo advanced training in 
surgery; in other words, to a small percentage of 
demobilized medical officers. The need of the vast majority 
of these men would be for more general training in all 
those aspects of medical work which were necessary for 
general practice. This need would be met by the efficient 
post-graduate committees in the various States which had 
been established for this purpose at the end of the last 
war. It was obviously necessary to establish harmonious 
relationships between the different bodies concerned with 
the various aspects of post-graduate education, as some 
overlapping must occur, but there should be little difficulty 
in achieving this aim. 

Sir Alan Newton insisted that it should not be thought 
that the College was in active competition with universities 
in the field of post-graduate surgical training. He agreed 
with the view recently expressed in a report written by the 
Vice-Chancellor of the University of Melbourne with special 
reference to advanced technical training in engineering. The 
Vice-Chancellor had pointed out that it was the duty of a 
university to give training based upon a background, and in 
order to have time to do this, he suggested that it should 
make plans to “slough off’ some of its lower layers by 
arranging for preliminary education in junior colleges and 
also some of its higher layers by arranging for suitable 
outside bodies to undertake advanced technical post-graduate 
instruction. This was a reasonable and rational viewpoint 
which should meet with general approval. It was the duty 
of a university to produce men who had undergone a sound 
education not restricted to purely didactic teaching, leaving 
other bodies, such as the Royal Australasian College of 
Surgeons, to deal with advanced special types of purely 
technical post-graduate instruction, in close cooperation with 
the university itself. The value of such an arrangement in 
the immediate post-war period, when the universities would 
be overcrowded with undergraduates, would be obvious to 
those who had witnessed a similar state of affairs at the end 
of the last war. 

Sir Alan Newton emphasized the importance of active 
cooperation between the College and the Australian 
universities. All were striving to achieve a common aim— 
the production of highly trained and efficient medical men. 
It followed that each must be vitally concerned with the 
work done by the others. This fact emboldened him to refer 
to the important question which related immediately to the 
universities, but would concern this College at a later date, 
namely, the selection of medical students. The Common- 
wealth Government had introduced subsidies to enable 
students, who otherwise could not afford it, to undergo 
training at the universities. It had also established quotas 
of students to be admitted to university courses. These 
actions were wise and proper. All would agree that admission 
to a university should not be restricted to members of any 
one class in the community. But there was some anxiety 
about the type of student who was being selected to fill the 
quota, particularly in so far as the medical course was con- 
cerned. It was understandable that many boys leaving 
school who would be suitable in every respect to undergo 
medical training, elected at present to enter the services, 
with the result that the quota was filled by the admission of 
some less well qualified, when measured by all the stan- 
dards desirable in members of the profession. The obvious 
remedy was to fill the quotas as far as possible by men who 
had given three or four years’ military service and who had 
completed portion of the medical course or had matriculated 
and had intended to become doctors before enlistment. The 
consent of the services concerned for their release must be 
obtained, but, in view of the fact that the total number was 
comparatively insignificant and that no loss of total man- 
power would be involved because the numbers in reserved 
quotas would remain unchanged, this should be readily forth- 
coming in the majority of instances. 

It was true that such men might apply to enter the 
university at present, but in actual fact, few men of good 
quality would take the initiative in making such an applica- 
tion. They should be directed to do so by the proper 
authority. Certain difficulties in carrying this suggestion 
into effect were apparent. For example, it would be neces- 
sary to obtain from schools and universities lists of names 
of men who had intended to enter the medical course or 
who had left it in order to enlist. But these difficulties were 
by no means insuperable, and it was to be hoped that the 
Universities Commission would overcome them. It was of 


the first importance to the community that future doctors 
should be of the best possible quality, and the vast majority 
of prospective medical students of this quality were at 
present in the services. They should be returned to the 
universities before they grew too old to be able to resume 
academic work with efficiency. 

In conclusion, Sir Alan Newton expressed the hope that, 
before very long, the nation should be once again at peace 
and that it would be possible to put into operation the plans 
for the improvement of surgical education which had been 
drawn up by the College before the war and which would 
be so valuable in the post-war period. 


George Adlington Syme Oration. 
Professor V. M. Trikojus delivered the eighth George 
Adlington Syme Oration on “Recent Investigations Con- 
cerning the Biochemistry of the Thyreoid Gland”. 


Admission of New Fellows. 


The following were formally admitted to Fellowship of 
the College: John Berchmans Devine, Benjamin Keith 
Rank, John Clark Spencer. 


Ryan Scholarships. 


Gold medals for the Michael and J. P. Ryan Scholarships 
in Surgery, which had been won during the last three years, 
were presented by the President to Dr. Lorna Sisely, Dr. 
James Macky, Dr. Geoffrey Ryan (Michael Ryan Scholar- 
ships), Dr. Douglas Duffy, Dr. Sydney Rubbo, Dr. George 
Bedbrook, Dr. John Hurley (J. P. Ryan Scholarships). 


Correspondence. 


ALLERGY AND THE NASAL SINUSES. 


Sir: For many years I have seen the necessity for 
organized and skilled research in the problem of “allergy”, 
particularly in relation to disease of the nasal accessory 
sinuses, which complaint, in this country at least, is prob- 
ably more prevalent than any other chronic “disease’’, and 
is responsible for an incalculable amount of discomfort and 
disability. I have asked the Health Department of Queens- 
land to take up the question, also the National Health and 
Medical Research Council, and have written to your journal, 
but obviously my influence is not of much weight. 

My interest has been further stimulated by the large 
number of cases of this complaint seen at a public children’s 
hospital. 

I am firmly convinced that this sinus disease is congenital 
in origin and is only part of a general constitutional bio- 
chemical dysfunction. This means that treatment should be 
based on general constitutional measures and suggests an 
explanation for the so frequent failure of local measures, 
surgical and other. 

The disease is not an infection, though, of course, infection 
is frequently superadded. This condition is the chief reason 
for the not uncommon disappointment that follows the 
removal of tonsils and adenoids. 

Whilst realizing that with our present limited knowledge, 
surgical measures have to be resorted to, observation of 
results in cases of my own and of other specialists, has 
convinced me that particularly in the young, surgical 
measures are not the rational line of treatment. 

I recently examined a young child who had been recom- 
mended to have “both maxillary antra washed out, middle 
turbinate pressure relieved on both sides and both fosse of 
Rosenmiiller cleared out”. Experience has taught me that 
such a course of treatment in this case at the present time 
was entirely wrong, and the advice indicated a failure on the 
part of the specialist concerned to understand the nature of 
the conditions present. 

Again, whilst realizing that in the adult, surgical measures, 
conservative or radical, are often unavoidable and are fol- 
lowed by much relief of symptoms and improvement in 
health, the number of cases occurring where these surgical 
measures are followed by results disappointing in the 
extreme is far too great. 

Since returning to private practice and working at a public 
children’s hospital, I have been struck by the improvement 
in the local and general condition in some patients following 
upon the prolonged administration of cod liver oil and iron, 
which directed my attention to the use of vitamin A (and 
D) in comparatively large doses, and since using this line 
of treatment I have had some remarkably good reports, 
although in many cases disappointment is met. Preparations 
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used have been Nicholas Products, “Prodoleum” (vitamin 
A) and “Potantol (vitamins A and D). 
from Melbourne, the minimum doses have . been: 
“Prodoleum”, half a drachm daily (approximately 60,000 
international units of vitamin A); “Potantol”’, one drachm 
daily (approximately 54,000 international units of vitamin 
A, and 7,000 international units of vitamin D). 

In addition, where the condition of the nasal mucosa and 
discharge indicate, nasal drops of acriflavine solution (one 
in 1,500) are used twice or thrice daily. 

In connexion with the use of nasal drops it is stressed 
that the drops should not go into the throat, as that means 
they are not going where they are required, the head must 
be fully extended, and it is considered that then some of 
the acriflavine will seep into the sinuses. Acriflavine is 
an excellent antiseptic, and in addition appears to have a 
mild and beneficial astringent action upon the “sodden” 
mucosa. 

It must again be stressed that in advanced cases, much 
benefit cannot be anticipated from this treatment, and a 
careful study of (a) the patient’s history and family history, 
and (b) local conditions, including X-ray appearances, is 
essential. 

Two cases are quoted. 

1. A girl of seventeen years with the usual history of 
“colds” et cetera, a pale wet “allergic” type nasal mucous 
membrane, thickened antral mucosa (X-ray report), and a 
leose cough suggesting bronchiectasis. Instructions were 
given re diet (this is always stressed), “Potantol’” pre- 
scribed, one “large” teaspoonful once daily after food, 
acriflavine drops in each nostril three times a day. Her 
mother brought the patient back in two months. Mother 
and patient both were highly delighted, no colds nor cough, 
and the patient “was never better”. The nasal mucosa had 
a normal pink healthy appearance. In connexion with this 
case the opinion is expressed that sinus disease is not the 
cause of bronchiectasis, nor is the bronchiectasis the cause 
of the sinus disease, but both complaints are essentially 
the result of the same “bio-chemical dysfunction” to which 
infection is so frequently superadded. 

2. The second case reported is the one which has stimulated 

, aged twelve years, was brought to me on March 6, 
1988 — the complaint of deafness for two years, worse 
with a cold, always sniffing, frequent colds, “the whole 
family has catarrh more or less, mother and father a wee bit 
deaf”. 

The patiert reported with his mother this morning (May 
12, 1944). The boy was obviously “happy”, the mother 
delighted, for the boy was “wonderfully well, his hearing 
was practically normal, he had plenty of energy, was 
sleeping well without making noises, playing football, etc.”. 

Ezamination.—Nasal mucous membrane appeared healthy, 
septum was still deviated to the left and might require 
attention later on, the patient heard tuning forks C32 up 
to C4096 with each ear and hearing could not be faulted 
when tested with conversation voice. 

In addition to these two cases there have been so many 
other excellent reports that in spite of the disappointing 
ones there must be something in the treatment. 

I had hoped to go into the subject carefully with statistics 
et cetera, but I have neither the time nor the ability, and I 
do hope that some competent individuals or body will take 
up this question. 

I cannot conclude without expressing my thanks to Dr. 
Leggatt, of the Mater Misericordie Hospital, Brisbane, and 
to Mr. Lynch, the representative of Nicholas Proprietary, for 
the assistance and advice in connexion with the vitamin 
therapy. 


Yours, etc., 
Ballow Chambers, ERNEST CULPIN. 
Wickham Terrace, 
Brisbane. 
May 19, 1944. 
VITAMINS." 


Sir: The welter of observation on the subject of vitamins 
tends to obscure simple and effective control of nutrition. 
I think I have seen more deficiency disease than most men, 
as pellagra was a scourge amongst the Turkish prisoners in 
Bgypt in 1918 and the deaths numerous. But Field Marshal 
Allenby’s Research Committee found that the deaths were 
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not due to pellagra, but to tubercle and dysentery grafted 
onto it, and once infected recovery was then uncommon. 
These Turks had been hard pressed and had lived on maize 
bread and dates. The physical exhaustion was great. 

Looking at my notes, there comes to mind Professor 
Osborne’s observation that powerfully built men in the west 
of Ireland were fed on oatmeal porridge, milk and potatoes, 
also that maternity problems amongst the population were 
satisfactory. 

Such a diet, if available, offers a much simpler problem 
than mixing various foods with vitamins, synthetic or other- 
wise, an action which apparently has not been very 
successful. But Professor Osborne adds: 


Further to the question of oatmeal porridge. I regard 
it as the supreme breakfast cereal, but do not think it 
is indicated in warm climates owing to the high per- 
centage of oil in the meal, circa 10%. Children instinc- 
tively take a dislike to it in our summer. Again the 
time consumed in cooking and the cost of fuel must be 
taken into consideration. Precooked wheat breakfast 
foods have many advantages, and particularly in that 
the irritant properties of the bran are completely got 
rid of by the steam cooking under pressure. There is 
unquestionably loss of vitamins, but this is remedied 
by taking fresh milk with the cereal. When, however, 
the climate is favourable and time and fuel are not 
restricted there is nothing to beat oatmeal. 

Yours, etc, 
JaMes W. Barrerr. 
103-105, Collins Street, 
Melbourne, C.1, 
April 9, 1944 


A TIME-SAVING MASTOIDECTOMY DRESSING. 


Sir: In your issue of May 27 last appears an article on the 
dressing of mastoid wounds by Major J. R. Hutcheon which 
contains the unfortunate statement: “Here the usual method 
of after treatment is to leave the bony mastoid cavity open 
after operation and to allow it slowly to granulate up from 
the bottom by packing it at intervals of four or five days 
with iodoform or ‘Bipp’ gauze. By this method the cavity 
takes anything from six to ten weeks (sometimes even more) 
to fill in.” The same author also refers to his reading of 
pt — of Lord Lister and the benefit he has obtained 

t. 

While willing enough to grant fully the gain to any 
surgeon from this study, I would like to point out that it 
does not include a modern description of the treatment of 
mastoid wounds. Nor can it be admitted that anyone either 
in civil or military hospitals should be any longer submitted 
to such out-dated treatment. 

Any reader who is interested enough may be referred to 
the article published in your journal, dated April 12, 1941, 
by Dr. A. L. Clowes and myself, reviewing ten years of 
mastoid operations at Royal North Shore Hospital and 
including our experience of the “Bondy” glass tube drainage 
with wound closure. A further period of experience has only 
served to heighten our opinion of the value of this device. 
Perhaps it is so simple that its benefits must be doubted. 
At all events, I recommend its use most heartily to Major 
Hutcheon and all aurists who have not yet adopted it. 

Yours, etc., 

193, Macquarie Street, Eric P. BLAsHKI. 
ydney, 

June 8, 1944. 


THE FEE PRINCIPLE AND MEDICAL 
ORGANIZATION. 


Sir: To the arguments in defence of a salary versus fees 
as set out in Parts I and II of Dr. A. E. Brown’s thoughtful 
article (THe Mepica. JOURNAL OF AUSTRALIA, May 20, 1944), 
I believe there can be no worthy answer on his high plane 
of idealism and theory. And were the nation to ask us to 
evolve a salaried service of our own and assure us that it 
would be ours to administer, then I think Dr. Brown would 
have a surprisingly large amount of support. 

This surmise is based on the opinions expressed at two 
meetings called to discuss this very problem. One was a 
regional meeting of ten country general practitioners at 
which I believed I would be a heretic in seeing some virtue 
in a salaried service. To my great surprise there was a 
unanimous decision of our group that it was not opposed 
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to the principle of receiving payment by salary. But a 
salaried service was opposed because we could see no pos- 
sibility of such a_ service being established free of 
bureaucratic control and that rigidity of mind which marks 
most departments of the civil service. The second meeting 
was a large gathering of Western Australia practitioners in 
Perth some eighteen months ago. Again I was surprised at 
the reception the salary idea received. The meeting refused 
to condemn a salaried service out of hand, but showed it 
was prepared to judge any salaried scheme on its merits. 
However, the same practical fears were present and approval 
was given to the fee-for-service principle as the safer, but 
not necessarily the better, of the two frameworks for the 
reform of our work. 

The two things which scare the unprejudiced practitioner 
away from the thought of working for a salary are: (i) The 
horror of becoming a civil servant. To most of us the two 
things are synonymous, and recent government manceuvres 
confirm this impression. (ii) The fear that our movement 
within the profession would become too controlled and our 
promotion too dependent on lobbying, favour seeking and 
general window dressing for the eyes of the judges, even 
though they be our colleagues. 


Yours, etc., 
Collie, DONALD COPPING. 
Western Australia, 
May 30, 1944. 


Sir: With reference to Dr. E. S. Meyer’s statement that 
“cooperation in private practice is an urgent necessity” I 
quite agree. 

Cooperation is the foundation stone of medical practice. 
Let us have competition, but let it be the competition 
between large groups, the groups giving the better service 
receiving the greater remuneration. 

To prevent occasional exploitation by groups it would be 
necessary to form a board comprised mainly of doctors, dis- 
tinguished in their special sphere, together with men of proven 
judiciary ability, Parliament having the least representation. 
This board would be given power to interfere in malpractice, 
intentional or otherwise. Very definite rules regarding mal- 
practice would be detailed. 

Medicine should be regarded as the best education offering 
mankind. Can this be said of it today? Are there not many 
members of the profession incapable of understanding them- 
selves, apart from their patients? Unless one’s home 
environment gives an understanding of life’s complexities, 
this has to be gained by individual experience, a way that 
may take many years, if ever acquired. It may be gained 
rapidly by an intense study of subjects such as psychology 
and sociology. Is sufficient stress laid on these subjects in 
our medical course, other university careers and school days? 

With this knowledge, the doctor, instead of going to sleep 
whilst his “neurotic” patients tell their stories, would find 
them, for the most part, of intense interest. 

Till we obtain such a system close cooperation becomes 
imperative, for the man materially unsuccessful may be of 
considerable help to his more prosperous fellows. 

Under these conditions the medical profession could justly 
claim the honour of leading suffering humanity to that 
promised land, the new order. 

Yours, etc., 
491, New South Head Road, Cc. S. BULL. 
Double Bay, 
New South Wales. 
June 5, 1944. 


Post Scriptum. 


After reading Dr. S. L. Macindoe’s letter in The Sydney 
Morning Herald (June 6, 1944) I wish to apologize to the 
scientists outside the profession for not having included 
them on my proposed board to prevent exploitation et 
cetera.—C.8.B. 

June 6, 1944. 


PSYCHIATRIC ASPECTS OF THE PRESENT WAR. 


Sim: Colonel Sinclair out of his unique experience of 
psychiatry in different theatres of the present war has given 
us a masterly presentation of the problems which have to 
be met. I feel, however, that the statement that the 
convalescent depot in Palestine was a “camp with no hos- 
pital or nursing facilities” pays less than justice to the 
planning of the authorities or to the actual state of affairs. 

In December, 1941, we moved what had, I think 
unfortunately, been called the “war neuroses centre” away 


from the main convalescent depot to a vacant British camp 
where we called ourselves the psychiatric centre. This camp 
had a hospital building with accommodation for thirty beds 
which the Red Cross quickly equipped for us. The beds 
were readily filled with cases needing special observation or 
diet or “Cardiazol” shock therapy. Also, as always amongst 
a large number of presumed psychoneurotics, there developed 
or were admitted depressives who needed close care. I was 
also of opinion that our patients with incidental febrile 
and other complaints should be retained in our unit as far 
as possible. We had one mentally trained and several 
general orderlies. The hospital was in charge of my second 
in-charge, Major Stoller. Plans were drawn up for a building 
in which acute psychotics could be safely cared for, and 
there were other projects to which the authorities were 
sympathetic, but the military situation led to the closing 
down of the centre in March, 1942. 

I would endorse Colonel Sinclair’s remarks on occupational 
therapy. Many of our patients showed a tendency to loaf 
or to hide away in their tents on unconvincing medical 
grounds. We had to be strict about it, and no one was 
excused from progressive exercises or occupational therapy 
without the permission of the medical officer on whose 
“panel” he was and whom he was attending for psycho- 
therapeutic interviews and treatment. Then there was a 
marked tendency, especially after we had obtained two Red 
Cross workers, for men to steal away from more laborious 
trades to the lighter occupation of needlework. 

Occupational therapy all too often tends to be used by the 
patients as a means of escape. It must be prescribed and 
disciplined like any other activity in military service. 

Yours, etc., 

Sydney, W. S. Dawson. 

June 15, 1944. 


bituarp. 


LIONEL OXBORROW BETTS. 


Dr. N. S. GunninG and Dr. E. J. West have forwarded 
the following appreciation of the late Dr. Lionel Oxborrow 
Betts. 


The death occurred early last year of Lionel Oxborrow 
Betts, well known by his orthopedic colleagues throughout 
Australia and loved and respected in his own city of 
Adelaide. Lionel Betts served during the last war and rose 
to the rank of lieutenant-colonel. During a large part of 
his service he was in medical command of Number 2 Com- 
mand (Convalescent) Depot, Weymouth, and problems con- 
nected with the rehabilitation of soldiers’ convalescence 
from injuries awakened his interest in orthopedics, and for 
these services he received the “O.B.E.”. 

After returning to Australia and serving a further period 
in general practice, he returned to England and was one 
of the early graduates of the Liverpool M.Ch. (Orthopzdic) 
School, where he attained the gold medal for an out- 
standing course. Whilst there, he formed lifetime associa- 
tions, and was held in high esteem by Sir Robert Jones and 
later his assistant, Mr. T. P. McMurray. 

On his return from England he practised orthopedic 
surgery in Adelaide, where his fresh enthusiasm in his work 
endeared him to all. At the time of his death he had a very 
large orthopedic practice, and occupied a place in Adelaide 
which will be very difficult to fill. He was especially 
interested in the work of crippled children, and was medical 
officer to Estcourt House for Crippled Children, and an active 
member of the council of the Crippled Children’s Association. 


Mr. Tom King, of Melbourne, writes as follows: 

“For many years he was known to all of us, and we looked 
forward to meeting this popular member at surgical and 
orthopedic meetings throughout the Commonwealth, and 
had he not been present on those occasions, we should have 
all missed his generous, tolerant and kindly influence. He 
was such a notable figure in Australian orthopedics and 
such a loss to his State of South Australia that I hesitated 
since his death to contribute anything of mine that would 
in a small degree manifest my own respect for him and 
deprivation; and it appears that others have thought on 
the same lines, as no written tribute to this good and great- 
hearted man has appeared. He always appeared very young, 
as he was so cheerful and enthusiastic. One never knew 
when he would suddenly arrive in Melbourne and seek out 
his friends, as these visits were prompted not only by 
medical interests, but also in connexion with sheep sales, 
because he was a breeder of sheep, as a serious hobby. 
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“A recent paper of his on ‘Morton’s Metatarsalgia: 
Neuritis of the Fourth Digital Nerve’ was published in this 
journal in 1940, and received attention in some of the 
important surgical journals through the English-speaking 
world, and will doubtless be noted in the future as a 
reminder and classic on this important but infrequently 
diagnosed painful complaint. A little while after his death 
a doctor in a busy industrial suburb of Adelaide wrote: ‘If 
only my patients speak of me after my death as some of 
Betts’s poor public hospital patients spoke of him, I shall be 
satisfied.’ 

“On his last visit to Melbourne he seemed to make a 
special point of looking up all his friends that were not 
away, for he knew that the enlarged gland in the neck had 
been diagnosed lymphosarcoma and he brought the micro- 
scopic slides with him; but he expressed optimism and 
refused to be other than cheerful. Many will miss this tall, 
athletic and light-hearted man, and certainly not the least 
of all these will be his orthopedic colleagues.” 


ERNEST ROBINSON SUTTON. 


WE regret to announce the death of Dr. Ernest Robinson 
Sutton, which occurred on June 9, 1944, at Melbourne. 


FREDERIC CYPRIAN HERLIHY. 


We regret to announce the death of Dr. Frederic Cyprian 
Herlihy, which occurred on June 15, 1944, at Lewisham, 
New South Wales. 


ominations and Elections. 


Tue undermentioned have applied for election as members 
of the New South Wales Branch of the British Medical 
Association. 

McGrath, David Henry, M.B., 1942 (Univ. Sydney), 
NX200500, Captain D. H. McGrath, 105 Australian 
Field (Lt.) Ambulance, A.I.F., Australia. 

Blaxland, Peter Dudley, M.B., B.S., 1943 (Univ. Sydney), 
4, Trahlee Road, Bellevue Hill. 


A WARNING NOTICE. 


INFORMATION has been received that a number of surgical 
instruments have been stolen from the surgery of Dr. 
Douglas I. Miller, of 185, Macquarie Street, Sydney. The 
instruments include not only those suited for general surgery, 
but a number of special instruments suited only for neuro- 
surgery. It is thought that an effort may be made to sell 
these instruments to members of the medical profession in 
any of the States. Should any medical practitioners in 
any State of the Commonwealth be offered instruments for 
sale by persons other than those connected with instrument 
houses, they are asked to communicate without delay with 
the New South Wales Police Department, or with Dr. Miller 
at his Macquarie Street address. 


Books Received. 


by James Murra 


“Annual Review of Physiology”, 
and Victor E. Hall; Volume VI; sas I Stanford, Cal a... 
Annual Reviews Incorporated. mn H. K. Lewis and 
Company, Limited. 8 9” x 6”, pp. 637. °Price : $5.00. 

“Office Endocrinology”, by Robert B. Greenblatt, B.A., M.D., 
C.M., with a foreword by G. Lombard —, = D. ; ‘Second 
$ Springfield : , Charles Cc. "London : 
Baliies, Tindall and Cox. x 6”, pp. $50. with i illustrations. 

ce 

“Allergy in Practice’, by Samuel M. Feinberg, M.D., men the 
collaboration of Oren é. Durham; 1944. Chicago: Year 
Book Publishers, Incorporated. 9” x 6”, with ‘ilustrations. 
Price: $8.00. 

“Rorschach’s Test: 1. Basic Processes”, by Samuel J. Beck, 
Ph.D., with a foreword by Willard L. Valentine, Ph.D.; 1944. 
New York: Grune and Stratton. 9” x 6”, pp. 231. Price: $3.50. 

“Medical Physics”, yaseg ay Otto Glasser, Ph.D., associated 
with many yer 19 ymag The Year Book Publishers, 
Incorporated. 103” x Ni’. Pp. 87, with illustrations. 


Diarp for the 


JUNE oe South Wales Branch, B.M.A.: Bthics Com- 


JuNBE 28 Branch, B.M.A.: Council Meeting. 

JuNz 29.—New South Wales Branch, B.M.A.: Branch Meeting. 

Juty 4.—New South Wales’ Branch, 'B.M.A.: Council 
Quarterly. 

Juty 5.—Victorian Branch, B.M.A.: Branch Meeting. 

JuLY 5.—Western Australian Branch, B.M.A.: Council Meeting. 

Juty 7.—Queensland Branch, B.M.A.: Branch Meeting. 

Juty 7.—Victorian Branch, B.M.A.: Legislative Subcommittee. 

Juty 11—New South Wales Branch, B.M.A.: Executive and 
Finance Committee. 

JuLy 11.—New South Wales Branch, B.M.A.: Organization and 
Science Committee. 

Junty 11.—Tasmanian Branch, B.M.A.: Branch Meeting. 

JuLty 14.—Queensland Branch, B.M.A.: Council Meeting. 

Juty 14.—Victorian Branch, B.M.A.: Ethics Subcommittee. 

Juty 17.—Victorian Branch, B.M.A.: Hospital Subcommittee. 

Juty 17.—Victorian Branch, B.M.A.: Finance Subcommittee. 

Juty 18.—New South Wales Branch, B.M.A.: Medical Politics 


Committee. 

Juty 18.—Victorian Branch, B.M.A.: Organization Sub- 
committee. 

Jury 19.—Western Australian Branch, 3B.M.A.: Branch 


Meeting. 
Juty 20.—Victorian Branch, B.M.A.: Executive Meeting. 
on 


Wedical Appointments: Important Motice. 


MEDICAL PRACTITIONERS are requested not to apply for any 
appointment mentioned below without having first communicated 
with the Honorary Secretary of the Branch concerned, or with 
the Medical Secretary of the British Medical Association, 
Tavistock Square, London, W.C.1. 

New South Wales Branch (Honorary Secretary, 135, Macquarie 
Street, Sydney): Australian Natives’ Association; Ashfield 
and District United Friendly Societies’ Dispensary : Balmain 
United Friendly Societies’ Dispensary; Leichhardt and 
Petersham United Friendly Societies’ Dispensary; Man- 
chester Unity Medical and Dispensing Institute, Oxford 
Street, Sydney; North Sydney Friendly Societies’ Dis- 
pn | Limited; People’s Prudential Assurance Company 

mited; Pheenix Mutual Provident Society. 

Victorian Branch (Honorary Secretary, Medical Society Hall, 
Bast Melbourne): Associated Medical Services Limited; 
all Institutes or Medical Dispensaries; Australian Prudential 
Association, Proprietary, Limited; Federated Mutual 
Medical Benefit Society; Mutual National Provident Club ; 
National Provident Association; Hospital or other appoint- 
ments outside Victoria. 

Queensland Branch (Honorary Secretary, B.M.A. House, 226, 
Wickham Terrace, Brisbane, B.17): Brisbane Associated 
Friendly Societies’ Medical Institute; Bundaberg Medical 
Institute. Members accepting LODGE appointments and 
those desiring to accept appointments to any COUNTRY 
HOSPITAL or position outside Australia are advised, 
their own interests, to submit a copy of their Agreement 
to the Council before signing. 

South Australian Branch (Honorary Secretary, 178, North 
Terrace, Adelaide) : ll Lodge appointments in South 
Australia ; all Contract Practice appointments in South 
Australia. 

Western Australian Branch Ciameeesy Secretary, 205, Saint 

rge’s Terrace, Perth): Wiluna all Contract 
Practice appointments in Western Australia. 


Editorial Motices. 


Manuscripts forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to Tue 
ae JOURNAL OF AUSTRALIA alone, unless the contrary be 

tated. 

All communications should be addressed to the Editor, 5 
MEDICAL JOURNAL OF AUSTRALIA, The Printing oe, 

Street, Glebe, New South Wales. (Telephones: MW 2 51-2) 

Members and subscribers are requested to notify the dl 
THe MepicaL JOURNAL OF AUSTRALIA, Seamer Street, Glebe, 
New South. Wales, without delay, of any irregularity in the 
delivery of this journal. The management cannot accept 
responsibility or recognize any claim arising out of non- 
of — unless such a notification is received within one 
mont 

RatTes.—Medical students and not 
receiving THs MgpIcAL JOURNAL OF AUSTRALIA in ue of 
membership of the Branches of the British Medical A 
in the Commonwealth can become subscribers to the journal by 
applying to the Manager or through the usual agents and book- 
sellers. Subscriptions can commence at the beginning of any 
quarter and are renewable on December 31. The rates are £2 
for Australia and £2 5s. abroad per annum payable in advance. 
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COMMONWEALTH OF AUSTRALIA.—DEPARTMENT OF HEALTH. 


INSULIN 


10 c.c. bottle of 200 units (20 units per c.c.) ‘ ris aes 
Set of 12 x 10 c.c. bottles of 200 units (20 units “per "eed Geers. ai. 1. 34/- 
c.c. bottle of 400 units (40 units per o.c.) 

Set of 12 x 10 c.c. bottles of 400 — units ‘per ‘e.c.) dal. 
5 c.c. bottle of 300 units (60 units pe c.) . 
Set of 12 x 5 c.c. bottles of 300 salts (60 units ‘per “e.c.) 48/- 
Bottle containing 5 c.c., 40 units per c.c. A 3/4 
Set containing 12 x 5 c.c. bottles, 40 Units per Ce 
Bottle containing 5 c.c., 80 units per c.c. 
Set containing 12 x & c.c. bottles, 80 units per cc... 74/- 


PITUITARY (Posterior Lobe) EXTRACT 


Obstetrical Strength. 
10 International Units per ac. (oxytocic): 
Surgical Strength. 
20 International Units per c.c. (pressor): 


1 box of 6 ampoules each containing 1 c.c. Lae ae 


Insulin, Protamine Zinc Insulin and Pituitary ( Seen: Lobe) Extract, are highly 
purified products carefully standardized in terms of the appropriate Internationa! 
Units established by the League of Nations Commission on Standardization of 
biological products. 


Supplies may be obtained from the Coqmanmentia i Laboratories, Parkville, N.2, and also from 
the following: Director-General of Health, Canberra, A ; Senior agg 7 ag Medicai Officer, stoms House, 
Circular Quay, Sydney; Medical Officer Officer-in-cha: -charge, isaith ‘Laboratory Lismore, Medical Officer-in-charge, 
Health Laboratory, Bendigo, Vic.; Senior Commonwealth Medical Officer, Cit. Sauitat 41-47 K William 
Street, Adelaide; Medical cer-in-ch , Health Laboratory, Port Pirie, S.A.; Senior ommonweal Medical 
Officer, Fourth Floor, G.P.O., Perth; Medical Officer-in-charge, Health Laboratory, Kalgoorlie, W.A.; Senior Common- 
wealth Medical Officer, ‘Anzac Square, Adelaide Street, Brisbane; Medical Officers-in-charge, Hea ith Laboratories, 
Toowoomba, Townsville, Cairns, Rockhampton, Qid.; Senior Commonwealth ——e 4 Officer, Commonwealth Health 
Laboratory, Launceston; Medical Officer-in-charge, Health Laboratory, Hobart, Tas. 


COMMONWEALTH SERUM LABORATORIES 


PARKVILLE, N.2, VICTORIA, AUSTRALIA 


Price 18. 
tf 
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Rapid and 
effective 
treatment 


of 


N the treatment of rickets the 
oral administration of Collosol 
Calcium with Vitamin D is widely 
recommended. In a number of 
tests on rats in which rickets had 
been induced, complete cures have 
been effected in a few days simply 
by the use of this preparation. 
Collosol Calcium with Vitamin 
D contains 1 per cent. (approx.) 
of a colloidal calcium salt of fatty 
acids standardised to contain 250 
ful of Vitamin D. 
Ciinical Literature on Request 


Cellosol Calcium with Vitamin D is 

im 4 0z., 10 oz. and 20 oz. 
bettles and im vials of 25 and 100 
capsulesor sugar-coated tabicts (each 
one fluid drachm) for oral adminis- 
tration. Also for subcutancous 
injection in ampoules (boxes of six) of 
rand 2¢.c.,and 15 and 30c.c. vials. 


with VITAMIN ‘D’ 


Stocks held by the Associated Houses 
ef the Drug Houses of Australia Led. 


NOW THE BASIS OF ALL 
LEADING 


EMULSIONS 
Malt & Oil EXTRACTS 


To-day “Scomol” is used as a 
vitamin basis for: 


A.M.C. .... “AMICUS” .... C©.D.C. 
GARROD’S .... LANE’S .... 
LAWRENCE'S .......... ROCKE 
TOMPSITT’S ...... “TROMAX” 
TS SYME'S ...... 
WILKINSON’S ..... SAUNDER’S 


MALT AND OIL. 


For further information contact our 
Australasian Distributors — Gollin 
& Co. Pty. Ltd. — your State. 


SCOMOL’ 


OLEVIA VITAMINATUM BP- 


1,000 Int. Units Vitamin A, 100 
Int. Units Vitamin D per gramme. 


AUSTRALIAN FISH DERIVATIVES PTY. LTD. 
6-8 City Road, South Melbourne—MX 3645 
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Medical Practices, etc. 
Proction 
for Transfer. 


Particulars Supplied in 
Confidence. 


Locums, Assistants, etc. 


GOYDER, SON & CO., 
Medical Agents, 
Cathcart House, lic 


Street, Sydney. BW 7149. 
After Hours XA 1749. 


Australian Physiotherapy 
Association 

(Australasian Massage 
Association) 

NEW sOUTH WALES 

Massage, Remedial Exercises and 

Medieal Electricity. 
Occupational Therapy. 


Members are fully trained in 
these subjects and work only 
under the direction of a regis- 
tered medical practitioner. 


Further information obtainable 
from the Secretary. 


MIss BK. P. EVANS, 
185 Elizabeth Street, Sydney. 
CMA 2081.) 


T° LET, jie Street, near 
St. James Station, suites, suit 
doctors, dentists or allied occupa- 
tions, 24 hours’ service. Box 595, 
&.P.0., Sydney. 


ICHIROPODY 


| Master Chiropodist, 
Room 18, Fourth Floor, 
Challis House, 
10 MARTIN PLACE, SYDNEY 
one BW 6642. 
T. R. CHRISTIE, 
| Diploma Scientific Chiropody. 


Service for Doctors 


Watson House, Bligh Street, 
Sydney 
Telephone: BW 4433 


To those medical practitioners 
who have been serving with the 
Forces and therefore may be out 
of touch to some extent with 
happenings in the civilian medi- 
cal field, the accumulated know- 
ledge and experience of this Com- 
[ae senior officers will prove 
valuable. 
Do not hesitate to consult us in 
or by letter, when the 
enefit of our services will be 
gladly made available. Whether 
your interest is that of purchaser, 
vendor, locum tenens, assistant 
or partner, our Service for 
Doctors Section will be able to 
help. 
When wri 


iting, endorse your letter 
“Confidential” to the 


Manager. 


WATSON VICTOR 


LIMITED 


LICENSED BUSINESS AGENTS 


Watson House, Bligh St., Sydney 
117 Collins Street, Melbo 


Street, 
205 St. George’s Terrace, Perth 


IVERSITY OF MELBOURNE : 

CHAIR OF BACTERIOLOGY. 
The University proposes to appoint 
a Professor of es in 
succession to Professor 
Woodruff. The salary is £1,200 per 
annum plus the income from the 
Mackie Endowment at present 
amounting to £420 per annum. Full 
particulars and _ conditions of 
appointment m be obtained from 
the Registrar of any university in 
Australia or New Zealand. Applica- 
tions with the required particulars 
should reach the undersigned not 
later than August 31, 1944.—J. F. 
Foster, Registrar. 


OCTOR, graduated 1942, is 
desirous of relieving general 
practitioner, night or week-end 
surgeries. Ring FL 5236 during 
day and FM 2658 after 6 p.m. 


| SALE, city suburban estab- 
lished general practice, closely 
settled area, income £4,000 to 
£5,000, appointments £700 to £800, 
ample scope, every facility, com- 
fortable roomy home. Particulars 
in confidence.—Davin W. 
Medical som, Wickham Terrace, 
Brisbane. Telegrams: “Measure”, 
Brisbane. "Phones: B 0294-5. 


HB UNIVERSITY OF SYDNEY. 

THE “WYETH” FELLOW- 
SHIP IN OBSTETRICS.—Applica- 
tions are invited from aduates 
in Medicine of Sydney University 
for the post of a Fellow in 
Obstetrics. The Fellowship will 
be of twelve months’ tenure and 
will be of a resident nature at 
the Royal Hospital for Women, 
Sydney, which will provide the 
accommodation. The amount of 
the Fellowship will be 
activities will 1 
(2) research, 
students’ training. 
stating will 
with eis of the 
University on July 15, 1944. 
successful applicant will be re- 
quired to take up duties on 
August 1, 1944. 


VICTORIAN 
PRACTICES 


ban: 


£800 
Property, £4,750. 

Gippsland: Takings £1,800 to 
£2,000, incl. £300 appts. 
Price £1,000, rent attrac- 
tive Home. 

Northern Citrus District, in- 
come £1,000, capable great 
improvement. Price £600. 
Rent Residence. 

Many other Sound Practices. 


ALLAN GRANT 
54 Collins Street, C.1 


Cent. 4171. 
Tel.: “Allgra” Melb. 


£3,000, inc. 
Price with 


PERCIVAL D. OLLE 
M.S.R., B.P.A. N.R. (Eng.-), 
PHYSIO-THERAPIST. 
Short and Ultra-Short Wave, 
6 to 20 Metres. At rooms only. 


Ultra-Violet, Infra-Red, Dia- 
thermy, Iontophoresis. 


Physical injuries treated. 


“Wembury”, 
42 Elizabeth Street, Ashfield 


Telephone UA 10697. 


xi 
S* VINCENT’S HOSPITAL, 
plications, ad- 
dressed to uperior General 


at the are Rnvited for the 
following vacancy on the Honorary 
Staff: Clinical Assistant to 
Gynecological Out-Patients’ Depart- 
— Applications close 6th July, 


HALLAM 


Chemists 


(Est. over 50 years) 
Specialise in Dispensing the 
:aboratory requirements of 
Physicians and Surgeons. 

Microscopic Stains. 

Intravenous Solutions. 

Aneesthetics, etc. 
Agents in New South Wales 
for all products of 
Evans Sons Lescher 


& Webb Ltd., London 
Pharmacies near Macquarie 
Street: 


168 King Street. 
Corner Phillip and Bent 
Streets. 


Corner Hunter and Eliza- 
beth Streets. 


63 Elizabeth Street. 
Head Office: 

312 GEORGE STREET 
(opposite Wynyard Station) 
14 Pharmacies SYDNEY 
and SUBURBS 


| British Medical Agency of New South Wales Ltd. 


FOR ALL MEDICAL AGENCY SERVICE CONSULT YOUR OWN AGENCY 


B.M.A. HOUSE, 135-137 MACQUARIE STREET, SYDNEY 


SALES AND PURCHASES 
OF PRACTICES 
If you are thinking of 
making a change we will 
| welcome your enquiries. 


FINANCIAL ASSISTANCE 


Is available in approved 
cases to facilitate transfers 
of practices, etc. 


Fire, 


INSURANCES 
Life, 
Accident, Motor Car, Workers’ 
Compensation, etc. 
COPYING, TYPING 
Duplicating, MSS., Meeting 


Notices, etc. 


Sickness and 


Telephone B 4159. 


After Hours XM5572. Telegrams: “Locumtens Sydney”. 


F. W. DOUTCH, Manager. 
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SEDATIVE FOR SONNY? 


No! We don't recommend barbiturates for 
sleepless children who have had too much 
blood and thunder excitement, but we do 
think that some types of insomnia should 
have the doctor’s attention. For example, 
there’s the patient who goes to surgery next 
morning. A little sedation through the night 
may be mighty helpful in facing disturbing, 
new experiences. Also, there’s the convales- 
cent who's bound to get well faster if nights 


are restful. 


Through proper seléction of drug and 
dose, Lilly barbiturates provide almost any 
degree of sedation or hypnosis. 

Shorter acting—‘Seconal Sodium’ (Sodium 
Propyl!-methyl-carbiny] Allyl 
Barbiturate, Lilly) 

Intermediate —Pentobarbital Sodium 

Longer acting —‘Sodium Amytal’ (Sodium Iso- 
amy] Ethyl! Barbiturate, Lilly) 


and—‘Amytal” (Iso-amy! Ethyl! 
Barbiturie Acid, Lilly) 


Ext Litty InrerNnationat Corporation, Indianapolis 6, Indiana, U.S.A. 


Distributor : 
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